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Key Contacts

Hours for Key Contacts are 8:00 am. to 5:00 p.m. Monday through Friday (Mountain Time),
unless otherwise stated. The phone numbers designated “In state” will not work outside Montana.

Provider Relations

Contact Provider Relations for questions about
Medicaid, MHSP, and CHIP eyeglass and den-
tal questions including payments, denials, eli-
gibility, general clams questions, and
PASSPORT or Medicaid questions or enroll-
ment:

(800) 624-3958 In and out-of-state

(406) 442-1837 Helena

(406) 442-4402  Fax

Send written inquiries to:
Provider Relations Unit
P.O. Box 4936
Helena, MT 59604

PASSPORT Client Information

Clients who have general Medicaid questions
may call the Montana Medicaid Help Line or
write to:

(800) 362-8312 In and out-of-state

PASSPORT To Hesalth
PO. Box 254
Helena, MT 59624-0254

PASSPORT Program Officer

PASSPORT providers report errors, omissions,
or discrepanciesin enrollee utilization and cost
reports to:

(406) 444-4540

PASSPORT Program Officer
DPHHS

Medicaid Services Bureau
PO. Box 202951

Helena, MT 59620-2951

Key Contacts

Claims

Send paper claimsto:
Claims Processing Unit
P. O. Box 8000
Helena, MT 59604

Client Eligibility

There are several methods for verifying client
eigibility; see Client Eligibility and Responsi-
bilities, Verifying Client Eligibility.

Third Party Liability

For questions about private insurance,
Medicare, or other third-party liability:
(800) 624-3958 In state
(406) 442-1837 Out of state and Helena
Send written inquiries to:
Third Party Liability Unit
P. O. Box 5838
Helena, MT 59604

Provider’s Policy Questions

For policy questions, contact the appropriate
division of the Department of Public Health
and Human Services, see Program Policy
Information in the Introduction chapter.

Presumptive Eligibility

To verify Presumptive Eligibility call:
(800) 932-4453

To become a provider who can determine pre-
sumptive eligibility contact:
(406) 444-4540
Send written inquiries to:
Health Policy and Services Division
1400 Broadway

Helena, MT 59601 i1



Replacement Page, April 2005

EDI Technical Help Desk

For questions regarding electronic claims sub-
missions:
(800) 987-6719  In and out-of -state
(406) 442-1837 Helena
(850) 442-4402  Fax

Mail to:
ACS
ATTN: MT EDI
P.O. Box 4936
Helena, MT 59604

Administrative Reviews and
Fair Hearings

To request an administrative review, address
or direct the request to the division that issued
the contested determination, and deliver or
mail to:

DPHHS

111 N. Sanders

PO. Box 4210

Helena, MT 59604-4210

To request a fair hearing, deliver or mail the
request to the following address. A copy of
the hearing request must also be delivered to
the division that issued the contested determi-
nation.

DPHHS

Quality Assurance Division

Office of Fair Hearings

P.O. Box 202953

Helena, MT 59620-2953

Health Insurance Premium
Payment Coverage

To apply for this program contact:
(800) 694-3084 In state
(406) 444-9440 Out of state and Helena

Send written inquiries to:
Health Insurance Payment Program
P.O. Box 202953
Helena, MT 59620-2953

1.2

General Information

Surveillance/Utilization Review

To report suspected fraud and abuse by provid-
ers:

(406) 444-4586

(800) 376-1115

To report suspected fraud and abuse by clients:
(406) 444-4167

Send written inquiries to:
Fraud and Abuse
Surveillance/Utilization Review
2401 Colonial Drive
P.O. Box 202953
Helena, MT 59620-2953

Team Care Program Officer

For questions regarding the Team Care Pro-
gram:

(406) 444-4540 Phone

(406) 444-1861 Fax

Team Care Program Officer
DPHHS

Managed Care Bureau

P.O. Box 202951

Helena, MT 59620-2951

Nurse First

For questions regarding Nurse First Disease
Management or the Nurse Advice Line, con-
tact:

(406) 444-4540 Phone

(406) 444-1861 Fax

Nurse First Program Officer
DPHHS

Managed Care Bureau

P.O. Box 202951

Helena, MT 59620-2951

Key Contacts
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Secretary of State

The Secretary of State’s office publishes the
most current version of the Administrative
Rules of Montana (ARM):

(406) 444-2055 Phone

Secretary of State

P.O. Box 202801
Helena, MT 59620-2801

Key Contacts

Replacement Page, November 2004
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General Information

Key Web Sites

Web Address

Information Available

Virtual Human Services Pavilion (VHSP)
vhsp.dphhs.mt.gov

Select Human Servicesfor the following information:

Medicaid: Medicaid Eligibility & Payment System (MEPS). Eligibil-
ity and claims history information and a link to the Provider Informa-
tion Website.

Senior and Long Term Care: Provider search, home/housing options,
healthy living, government programs, publications, protective/legal ser-
vices, financia planning.

DPHHS: Latest news and events, DPHHS information, services avail-
able, and legal information.

Provider Information Website
www.mtmedicaid.org

or

www.dphhs.mt.gov/hpsd/medicai d/medicaid2/
index.htm

Medicaid news

Provider manuals

Notices and manual replacement pages
Fee schedules

Remittance advice notices
Medicaid Forms

PASSPORT To Health information
Team Care Information

Provider enrollment

Frequently asked questions (FAQS)
Upcoming events

HIPAA Update

Newsdletters

Key contacts

Linksto other websites and more

CHIP Website
www.chip.mt.gov

Information on the Children’s Health Insurance Plan (CHIP)

ACSEDI Gateway
www.acs-gecro.com/Medicaid_Account/Montana/
montana.htm

ACS EDI Gateway is Montana s HIPAA clearinghouse. Visit this web-
site for more information on:

Provider Services
EDI Support
Enrollment
Manuals

Software
Companion Guides
FAQs

Related Links

Medicaid Mental Health and M ental Health
Services Plan
www.dphhs.mt.gov/about_us/divisions/
addictive_mental_disorders/services/
public_mental_health services.htm

Mental Health Services information for Medicaid and MHSP

1.4
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Introduction

Department of
Public Health and Human Services

JUDY MARTZ GAIL GRAY, Ed. D.
GOVERNOR DIRECTOR

&) — STATE OF MONTANA

Dear Provider,

First and most important, let me say thank you for serving clients of Montana's medical assis-
tance programs. The largest of these programs is Medicaid, which covers an average of 60,000
people a month. In almost all cases, these Montanans would be uninsured if not for Medicaid.
Many clients work in jobs that do not offer health insurance. Others have serious health problems
but are too young for Medicare or are in need of care (such as extended nursing facility care) that
other insurers may not cover. Medicaid is especially important for children and pregnant women.
Each month the program covers one in ten Montana children. Medicaid also pays for amost 40%
of the birthsin Montana.

Over 11,000 providers are enrolled in Medicaid, including every Montana hospital and almost
every physician. Nationwide, Medicaid represents about 10% of the revenue received by physi-
cians and hospitals and over half of nursing facility revenue. In Montana, the program receives
about 5 million claims ayear and pays about $450 million ayear to health care providers. Medic-
aid is administered by state government, with almost three-quarters of the funding coming from
the federal government. Another $30 million a year is paid out through other medical assistance
programs, such as the Children’s Health Insurance Plan and the Mental Health Services Plan.

Our number one goal is to make sure the Department’s clients have access to quality care, regard-
less of their medical condition or location. We also want to pay providers similar amounts for pro-
viding similar services, to reward economy and quality care, and to encourage clients to receive
care within Montana whenever possible. For many types of care, our payment rates compare well
with Medicaid programs across the U.S. and with the Medicare program in Montana.

I hope this manua gives you the information you need. We have tried to organize it well and
present information clearly, so that your valuable time can be spent with clients and not on paper-
work. By your willingnessto be aprovider for Montana's medical assistance programs, you serve
your community every day. It isvaluable work, and we want to help you succeed.

Sincerely,

Lt

Gail Gray

Introduction 1.1
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An Overview of the Montana Medicaid Program

The Medicaid program plays an essential role in providing health insurance for
Montanans. In our state, as in others, about 60% of the population obtains health
insurance through employment, either their own or that of a family member.
Employment-based insurance almost always comes with a substantial tax-free sub-
sidy from employers. Thisroute to coverage is not open, however, to many people
who work in jobs that do not offer coverage, or who work part-time, or who do not
work, possibly because of age or disability. Before the enactment of Medicare and
Medicaid in 1965, health care for the elderly and the indigent was provided
through a patchwork of programs sponsored by governments, charities and com-
munity hospitals. Many providers provided charity care or had uncollectable bills.

Today, Medicare provides insurance for

1.2

essentialy everyone aged 65 and over
and for people with severe disabilities,
regardless of income. It is afedera pro-
gram serving 40 million people nation-
wide. Medicaid, meanwhile, is a series of
programs administered by each state
under broad federal guidelines. Medicaid
serves 40 million people nationwide,
including about 60,000 amonth, or 7% of
Montana's population.

Medicaid Clients in Montana

Adults
18%

Children
47%

Blind or disabl
23%

Aged
12%

60,000 Clients per Month

In general, Medicaid provides three types of critical health protection for people

with low incomes:

» Health insurance for families with children and for people with disabilities

» Long-term care, such as nursing facility care, for older people and people
with disabilities (Medicare long-term care benefits are quite limited)

» Supplemental coverage for Medicare enrollees, including assistance paying
M edicare premiums and obtaining services for which Medicare coverageis
limited (such as prescription drugs)

Medicaid Payments to Providers

Other Pharmacies
19% 15%

Vi

Practitioners
8% Nursing
Facilities

26%

Hospitals

Mental Health 16%

16%

Total Payments $450 Million a Year

Medicaid eligibility was traditionally
linked to eligibility for specific income
assistance programs, such as welfare and
Supplemental Security Income. That
link has weakened; till, adults who are
below age 65, childless and not disabled
rarely qualify for Medicaid, regardless of
income.

In Montana, half of al Medicaid clients
are under age 21, amost one quarter
have disabilities, 12% are elderly and
about 20% are adults who are neither

Introduction
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elderly nor disabled. Elderly and disabled clients tend to be much more costly than
average because of the cost of nursing facility care in particular. Servicesfor chil-
dren and adults who are neither elderly nor disabled tend to be much less expen-
sive than average.

Manual Organization

These manuals were designed to be an easy-to-use referencetool. A Table of Con-
tents and an index allow you to quickly find answers to most questions. The mar-
gins contain important notes with extra space for writing notes. A list of Key
Contacts is available at the beginning of each manual for quick reference.

The manualsinclude a General Information For Providers manual and aMedicaid
billing manual for your provider type (e.g. Prescription Drug Program, Durable
Medical Equipment, etc.). Each manual is divided into chapters, and each chapter
contains sections. The General Information For Providers manual provides
answers to general Medicaid questions about provider enrollment, client eligibil-
ity, and surveillance and utilization review. The Medicaid billing manual for your
provider type contains specific program information including covered services,
how to get prior authorization, and how to bill for specific services. This manual
is designed to work with the Medicaid billing manual for your provider type. Each
manual is complete with its own table of contents, appendix, definitions, com-
monly used acronyms, and an index. Many of the manuals have forms that can be
copied.

Manual Maintenance

To have accurate, working manuals, they must be kept current. Changes and
updates to manuals are provided through notices and replacement pages, which
are posted on the Provider Information website (see Key Contacts). When replac-
ing a page in amanual, file the old page in back of the manual for use with claims
that originated under the old policy.

When downloading manual replacement pages, keep in mind that the pages are
designed to print on the front and back of each sheet of paper. When a page has a
change to it, the top of the page will show “Replacement Page” followed by the
month and year the change was made.

Providers are responsible for knowing and following current laws and regulations.
These manuals, replacement pages, and subsequent notices are provided only as a
guide and do not create any contractual liability on the part of the Department to
any provider.

Introduction

To avoid
unnecessary
denials and
late payment,
review all
notices and
install replace-
ment pages
immediately.
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1.4

Provider Training and Workshops

Medicaid offers a variety of seminars and workshops, which are announced in the
monthly newsletter, the Montana Medicaid Claim Jumper. Training is aso pro-
vided for new and established billing staff in your office or at our Helena office.
To schedule a training session, call or write Provider Relations. (See Key Con-
tacts.)

Getting Questions Answered

The provider manuals are designed to answer most questions; however, occasion-
aly providers may need to contact a specific group (e.g., Provider Relations or a
Prior Authorization Unit). Thelist of Key Contacts at the front of each manual has
important phone numbers and addresses pertaining to that manual.

It isimportant for providersto read the monthly Montana Medicaid Claim Jumper
newsletter. The newsletters covers most Medicaid program updates and changes
and provides a listing of all new provider notices, manuals, and fee schedules.
Provider notices, manuals, and fee schedules are not mailed to providers, but may
be downloaded from the Provider Information website (see Key Contacts).

The following tableis a list of contacts for policy information. Appendix A has a
list of Medicaid covered services, and Appendix B has a list of Local Offices of
Public Assistance. For questions on specific programs, see the Medicaid billing
manual for your provider type. For eligibility questions, see Client Eligibility and
Responsibilities.

Introduction
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Program Policy Information
Hours are 8:00 a.m. to 5:00 p.m. Monday - Friday

Contact

Information
Available

Special Instructions

Department of Public Health and
Human Services

Health Resources Division

P.O. Box 202951

1400 Broadway

Helena, MT 59620-2951

(406) 444-4540

(Includes Children’'s Mental
Health Services)

» Answersto policy
questions

o Timely filing
appeals

For claimsinformation contact Provider Relations at (800) 624-3958
or (406) 442-1837.

For enrollment questions or changes contact Provider Relations at
(800) 624-3958 or (406) 442-1837.

For client eligibility see the Verifying Client Eligibility table in the
Client Eligibility and Responsibilities chapter.

For general Medicaid inquirieshby clients, call the MontanaMedicaid
Help Line at (800) 362-8312.

For PASSPORT questions by providers call the Provider Help Line
at (800) 624-3958 or (406) 442-1837 outside Montana.

Mental Health Services Bureau
Addictive and Mental Disorders
Division

555 Fuller Avenue

P.O. Box 202905

Helena, MT 59620-2905

(406) 444-3964

Answers to mental
health services pol-
icy questions

For claims information contact Provider Relations at (800) 624-3958
or (406) 442-1837.

For enrollment questions or changes contact Provider Relations at
(800) 624-3958 or (406) 442-1837.

For client eligibility see the erifying Client Eligibility tablein the
Client Eligibility and Responsibilities chapter.

Chemical Dependency Bureau
Addictive and Mental Disorders
Division

555 Fuller Avenue

P.O. Box 202905

Helena, MT 59629-2905

(406) 444-3964

Answers to chemi-
cal dependency
services policy
guestions

For Medicaid claims questions call (800) 624-3958 or (406) 442-
1837.

For information on the Medicaid Chemical Dependency Program,
call (406) 444-3964

For Chemical Dependency Bureau - State Paid Substance Depen-
dency/Abuse program information, provider enrollment, or prior-
authorization and continued stay authorization, call (406) 444-3964.
For client eligibility see the \erifying Client Eligibility table in the
Client Eligibility and Responsibilities chapter.

Senior and Long Term Care
Division

111 Sanders, Room 210
PO. Box 4210

Helena, MT 59604

(406) 444-4077

Answersto policy
questions regarding:
« Aging issues

* Home and com-
munity based ser-
vices

Nursing facility
services

For claimsinformation contact Provider Relations at (800) 624-3958
or (406) 442-1837.

For enrollment questions or changes contact Provider Relations at
(800) 624-3958 or (406) 442-1837.

For client eligibility see the Verifying Client Eligibility table in the
Client Eligibility and Responsibilities chapter.

Children’sHealth Insurance Plan
(CHIP)

Department of Public Health and
Human Services

P.O. Box 202951

Helena, MT 59620-2951

(877) 543-7669

» Answersto policy
guestions

* Answersto

enrollment ques-

tions

Waiting list

inquiries

For information about becoming a Blue CHIP medical provider,
contact BlueCross BlueShield at (406) 447-8787.

For medical claims information contact BlueCross BlueShield at
(800) 447-7828 x8647

For dental provider enrollment questions or changes contact Provider
Relations at (800) 624-3958 or (406) 442-1837.

For dental and eyeglass claims information contact Provider Rela-
tions at (800) 624-3958 or (406) 442-1837.

Human & Community Services
Division

1400 Broadway

P.O. Box 202952

Helena, MT 59620-2952

(406) 444-1788

» Answersto Med-
icaid eligibility
policy questions
by providers or
clients

For information on covered services, see Appendix A, Covered
Services, or refer to the specific provider manual.
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Internet Information

A wealth of information is available on the internet through the Provider Informa-
tion website
http://www.mtmedicaid.org

Providers can stay informed with the latest Medicaid news and upcoming events,
download provider manuals, notices, manual replacement pages, fee schedules,

Program . ) .
manuals, newsletters, and forms. Many other items are available on the website such as
][‘eoe“gif]’ezrl]?es Medicaid and PASSPORT enrollment forms, Medicaid definitions and acronyms,
are available RA notices, frequently asked questions (FAQS), statistics, links to related websites,
on the web. and much more. Thiswebsite is updated almost daily, so visit us often!
Contract Services
Medicaid works with various contractors who represent Medicaid through the ser-
vices they provide. Although it is not necessary for providers to know contractor
duties, the following information on some major contractors is provided for your
information.
Contractor Service
ACS ¢ Processes Medicaid claims, MHSP claims, and CHIP dental and eye-
glassclaims
 Enrolls providersin both Medicaid and PASSPORT To Health
e Answers provider inquiries
Northrop Grumman ¢ Maintains The Economic Assistance Management System (TEAMYS),
the client eligibility system used by the local offices of public assistance
¢ Maintainsthe Medicaid Eligibility and Payment System (MEPS)
MAXIMUS « Enrollsclientsin the PASSPORT To Health managed care program.
* Answers general Medicaid questions for clients.
First Health  Provides prior authorization, utilization review, and continued stay
review for some mental health services
Mountain-Pacific Quality * Provides prior authorization for many Medicaid services
Health Foundation

1.6

Other Programs

In addition to Medicaid, the Department of Public Health and Human Services
(DPHHS or the Department) sponsors the following programs for Montana resi-
dents:

Introduction
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Mental Health Services Plan (MHSP)

This plan is for individuals who are ineligible for Medicaid and whose family
income is within program standard. The plan covers individuals who have a
serious emotional disturbance (SED) or a severe and disabling mental illness
(SDMI). Many MHSP policies—for example, about provider enrollment and
claims processing—are similar to those of Medicaid. Some differences exist,
however. In this manual, see the sections in each chapter on Other Programs.
See also the specific manual on Mental Health Services.

Children’s Health Insurance Plan (CHIP)

CHIP offerslow-cost or free health insurance for low-income children younger
than 19. Children must be uninsured US citizens or qualified aliens, Montana
residents who are not eligible for Medicaid. DPHHS administers the program
and purchases health insurance from BlueCross BlueShield (BCBS) of Mon-
tana. For dligibility and enrollment information, contact CHIP toll free at
(877) 543-7669. For information about medical benefits, contact BCBS at
(406) 447-8647 (in Helena) or toll free (800) 447-7828 x8647. CHIP dental
and eyeglasses benefits are provided by DPHHS through the same contractor
(ACS) that handles Medicaid provider relations and claims processing. This
set of manuals applies to dental and eyeglass providers only. See the sections
on Other Programsin each chapter.

Chemical Dependency Bureau State Paid Substance
Dependency/Abuse Treatment Program

This plan is for individuals who are ineligible for Medicaid and whose family
income is within program standard. This Department program is administered
by the Chemical Dependency Bureau. The plan covers inpatient, outpatient,
and day treatment for youth as well as outpatient services for adultswho have a
diagnosis of substance dependency. The services covered under this program
are the same as the services covered under the Substance Dependency/Abuse
Treatment Program for Medicaid clients. For more information call (406) 444-
3964.

Children’s Special Health Services (CSHS)

This program assists children with specia health care needs who are not eligi-
ble for Medicaid by paying medical costs, finding resources, and conducting
clinics. It is administered directly by DPHHS, and its policies are separate
from those of Medicaid and CHIP. For more information call (406) 444-3622
or (800) 762-9891.

Other subsidized health insurance plans may be available from programs funded

by the federal government or private organizations. For a listing, see the Client
Eligibility and Responsibilities chapter.

Introduction
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Provider Enrollment

To be eligible for enrollment, a provider must:

* Provide proof of licensure, certification, accreditation or registration
according to Montana state laws and regulations.

* ProvideaW-9.

* Meet the conditions in this chapter and in program instructions regulating
the specific type of provider, program, and/or service.

Providers must complete a Montana Medicaid Provider Enrollment Form, which
isacontract between the provider and the Department. Each provider isassigned a
Montana Medicaid provider number, which should be used in all correspondence
with Medicaid. Providers must apply for a Medicaid ID number for each type of
service they provide. For example, a pharmacy that also sells durable medical
equipment (DME) must apply for a Medicaid ID for the pharmacy and another ID
for DME. To enroll as a Montana Medicaid provider, visit the Provider Informa-
tion website or contact Provider Relations (see Key Contacts).

Enrollment materials

Each newly enrolled provider is sent an enrollment letter with the new Medic-
aid provider number and instructions for obtaining additional information from
the Provider Information website.

Most Medicaid-related forms are available in the provider manuals and on the
Provider Information website. To order additional forms, complete and mail or
fax the order sheet located in Appendix C: Forms. We do not provide CMS-
1500, UB-92, or dental claim forms.

Medicaid renewal

For continued Medicaid participation, providers must maintain a valid license
or certificate. For Montana providers, licensure or certification is automati-
caly verified and enrollment renewed each year. If licensure or certification
cannot be confirmed, the provider will be contacted. Out-of-state providers
will be notified when Medicaid enrollment is about to expire. To renew enroll-
ment, mail or fax a copy of your license or certificate to the Provider Relations
Unit (see Key Contacts).

Provider Requirements

Medicaid
payment
is made
only to
enrolled
providers.

Out-of-state
providers

can avoid
denials and
late payments
by renewing
Medicaid
enrollment
early.
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To avoid pay-
ment delays,
notify Provider
Enrollment of
an address
change in
advance.

2.2

Changes in enrollment

Any changes in address, phone number, name, ownership, legal status, tax
identification number, or licensure must be submitted in writing to the Provider
Relations Unit (see Key Contacts). Faxes are not accepted because the pro-
vider’s original signature and provider number are required. For change of
address, you can use the form in Appendix C: Forms, and you must include a
W-9 form. The Postal Service cannot forward government-issued warrants
(checks).

Change of ownership

When ownership changes, the new owner must apply for anew Montana Med-
icaid number. For income tax reporting purposes, it is necessary to notify Pro-
vider Relations at least 30 days in advance about any changes that cause a
change in your tax identification number. Early notification helps avoid pay-
ment delays and claim denials.

Electronic claims submission

Providers who submit claims electronicaly experience fewer errors and
quicker payment. Providers who are using any of the following electronic
claims submission methods must enroll with the ACS EDI Gateway clearing-
house (see Key Contacts). All Claims may be submitted electronically by the
following methods:

* ACS field software WINASAP 2003. ACS makes available this free
software, which providers can use to create and submit claims to Mon-
tana Medicaid, MHSP, and CHIP (denta and eyeglasses only). It does
not support submissions to Medicare or other payers. This software
creates an X12N 837 transaction, but does not accept an X12N 835
transaction back from the Department.

* ACS clearinghouse. Providers can send claims to the ACS clearing-
house (ACS EDI Gateway) in X12N 837 format using a dial-up con-
nection. Electronic submitters are required to certify their X12N 837
transactions as HIPAA-compliant before sending their transactions
through the ACS clearinghouse. EDIFECS certifies the X12N 837
HIPAA transactions at no cost to the provider. EDIFECS certification
is completed through ACS EDI Gateway.

» Clearinghouse. Providers can contract with a clearinghouse so that the
provider can send the claim to the clearinghouse in whatever format the
clearinghouse accepts. The provider’s clearinghouse then sends the
claim to the ACS clearinghouse in the X12 837 format. The provider’s
clearinghouse also needs to have their 837 transactions certified
through EDIFECS before submitting claims to the ACS clearinghouse.
EDIFECS certification is completed through ACS EDI Gateway

For more information on electronic claims submission, contact ACS EDI Gate-
way or Provider Relations (see Key Contacts).

Provider Requirements
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Terminating Medicaid enrollment

Medicaid enrollment may be terminated at any time by writing to the Provider
Relations Unit. Include your provider number and the termination date in the
letter. The Department may also terminate your enrollment under the follow-
ing circumstances:

» Breaches of the provider agreement

» Demonstrated inability to perform under the terms of the provider
agreement

» Failureto abide by applicable Montanaand U.S. laws

» Failure to abide by the regulations and policies of the U.S. Department
of Health and Human Services or the Montana Medicaid program

Authorized Signature (ARM 37.85.406)

All correspondence and claim forms submitted to Medicaid must have a Medicaid
provider number and an authorized signature. The signature may belong to the
provider, billing clerk, or office personnel, and may be typed, stamped, computer
generated or signed. When a signature is from someone other than the provider,
that person must have written authority to bind and represent the provider for this
purpose. Changes in enrollment information require the provider’s origina signa-
ture.

Provider Rights

» Providers have the right to end participation in Medicaid at any time.
* Providers may bill Medicaid clients for cost sharing (ARM 37.85.406)

* Providers may bill Medicaid clients for services not covered by Medicaid,
as long as the provider and client have agreed in writing prior to providing
services.

*  When the provider does not accept the client as a Medicaid client, it is
sufficient for the provider to use a routine agreement to inform the cli-
ent that he or she is not accepted as a Medicaid client, and that the cli-
ent agrees to be financially responsible for the services received.

* When the client has been accepted asaMedicaid client, but the services
are not covered by Medicaid, the services can be billed to the client
only after the provider has informed the client in writing (before pro-
viding the service) that those services are not covered by Medicaid, and
the client has agreed to pay for the specific services on a private-pay
basis. In this case, a routine agreement will not suffice. (ARM
37.85.406) For more information on billing Medicaid clients, see Bill-
ing Procedures in the specific provider manual.

* Providers have the right to choose Medicaid clients, subject to the condi-
tions in Accepting Medicaid clients later in this chapter.

Provider Requirements 2.3



Replacement Page, October 2003 General Information
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» Providers have theright to request administrative reviews and fair hearings
for a Department action that adversely affects the provider’s rights or the
client'seligibility. (ARM 37.85.411)

Administrative Reviews and Fair Hearings (ARM
37.5.310)

If aprovider believes the Department has made a decision that fails to comply with
applicable laws, regulations, rules or policies, the provider may request an admin-
istrative review. To request an administrative review, state in writing the objec-
tions to the Department’s decision and include substantiating documentation for
consideration in the review. The request must be addressed to the division that
issued the decision and delivered (or mailed) to the Department (see Key Contacts
or the list of program policy contacts in the Introduction chapter of this manual).
The Department must receive the request within 30 days from the date the Depart-
ment’s contested determination was mailed. Providers may request extensions in
writing within this 30 days.

If the provider is not satisfied with the administrative review results, afair hearing
may be requested. Fair hearing requests must contain concise reasons the provider
believes the Department’s administrative review determination fails to comply
with applicable laws, regulations, rules or policies. This document must be signed
and received by the Fair Hearings Office (see Key Contacts) within 30 days from
the date the Department mailed the administrative review determination. A copy
must be delivered (or mailed) to the division that issued the determination within
three working days of filing the request.

Provider Requirements

By signing the application to enroll in Montana Medicaid, providers agree to abide
by the conditions of participation according to ARM 37.85.401. This section dis-
cusses some of those conditions; see the application for additional details and pre-
cise wording.

Accepting Medicaid clients (ARM 37.85.406)

Institutional providers, eyeglass providers, and non-emergency transportation
providers may not limit the number of Medicaid clients they will serve. Insti-
tutional providers include nursing facilities, skilled care nursing facilities,
intermediate care facilities for the mentally retarded, hospitals, institutions for
mental disease, inpatient psychiatric hospitals, and residential treatment facili-
ties.

Other providers may limit the number of Medicaid clients. They may also stop

serving private-pay clients who become eligible for Medicaid. Any such deci-
sions must follow these principles:

Provider Requirements
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* No client should be abandoned in away that would violate professional
ethics.

» Clients may not be refused service because of race, color, national ori-
gin, age, or disability.

* Clients enrolled in Medicaid must be advised in advance if they are
being accepted only on a private-pay basis.

* When a provider arranges ancillary services for their Medicaid client
through other providers, such as alab or a durable medical equipment
provider, the ancillary providers are considered to have accepted the
client asaMedicaid client and they may not bill the client directly. See
ARM 37.85.406 (d) for details.

* Most providers may begin Medicaid coverage for retroactively eligible
clients at the current date or from the date retroactive eligibility was
effective (see Client Eligibility and Responsibilities, Retroactive Eligi-
bility for details).

* When a provider bills Medicaid for services rendered to a client, the
provider has accepted the client as a Medicaid client.

* Once aclient has been accepted as a Medicaid client, the provider may
not accept Medicaid payment for some covered services but refuse to
accept Medicaid payment for other covered services.

Non-discrimination (ARM 37.85.402)

Providers may not discriminate in the provision of service to Medicaid clients
or in employment of persons on the grounds of race, creed, religion, color, sex,
national origin, political ideas, marital status, age, or disability. Providers shall
comply with the Department of Health and Human Services regulations under
Title VI and Title IX of the Civil Rights Act, Public Law 92-112 (Section 504
and 505) and the Montana Human Rights Act, Title 49, Chapter 2, MCA, and
Americans with Disabilities Act as amended and all requirements imposed by
or pursuant to the regulations.

Providers are entitled to Medicaid payment for diagnostic, therapeutic, rehabil-
itative or palliative services when the following conditions are met:

* Provider must be enrolled in Medicaid. (ARM 37.85.402)

» Services must be performed by practitioners licensed and operating
within the scope of their practice as defined by law. (ARM 37.85.401)

* Client must be enrolled in Medicaid and non-restricted (see Client Eli-
gibility and Responsibilities for restrictions). (ARM 37.85.415 and
37.85.205)

* Service must be medically necessary. (ARM 37.85.410) The Depart-
ment may review medical necessity at any time before or after pay-
ment.

Provider Requirements 2.5
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Service must be covered by Medicaid and not be considered cosmetic,
experimental or investigational. (ARM 37.82.102, 37.85.207, and
37.86.104)

Medicaid and/or third party payers must be billed according to rules
and instructions as described in the Billing Procedures chapter of each
manual, the most current provider notices and manual replacement
pages, and according to ARM 37.85.406 (Billing, reimbursement,
claims processing and payment) and ARM 37.85.407 (Third Party Lia-
bility).

Charges must be usual and customary. (ARM 37.85.212 and
37.85.406)

Payment to providers from Medicaid and all other payers may not
exceed the total Medicaid fee. For example, if payment to the provider
from al responsible parties ($75.00) is greater than the Medicaid fee
($70.00), Medicaid will pay at $0. (ARM 37.85.406)

Claims must meet timely filing requirements (see Billing Proceduresin
the specific provider manua for timely filing requirements). (ARM
37.85.406)

Prior authorization requirements must be met. (ARM 37.85.406)

PASSPORT approval requirements must be met. (ARM 37.86.5101 -
37.86.5112)

Medicaid payment is payment in full (ARM 37.85.406)
Providers must accept Medicaid payment as payment in full for any covered
service, except applicable cost sharing that should be charged to the client.

Payment return (ARM 37.85.406)
If Medicaid pays a claim, and then discovers that the provider was not entitled
to the payment for any reason, the provider must return the payment.

Disclosure

Providers are required to fully disclose ownership and control information
when requested by the Department. (ARM 37.85.402)

Providers are required to make all medical records available to the Depart-
ment. (ARM 37.85.410 and 37.85.414)

Client services

All services must be made a part of the medical record. (ARM 37.85.414)

Providers must treat Medicaid clients and private-pay clients equally in
terms of scope, quality, duration, and method of delivery of services
(unless specifically limited by regulations). (ARM 37.85.402)

Provider Requirements
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* Providers may not deny services to a client because the client is unable to
pay cost sharing fees. (ARM 37.85.402)

Confidentiality (ARM 37.85.414)

All Medicaid client and applicant information and related medical records are
confidential. Providers are responsible for maintaining confidentiality of health
care information subject to applicable laws.

Record keeping (ARM 37.85.414)

Providers must maintain all Medicaid-related medical and financial records for
six years and three months following the date of service. The provider must
furnish these records to the Department or its designee upon request. The
Department or its designees may audit any Medicaid related records and ser-
vices at any time. Such records may include (but are not limited to) the follow-

ing:

Original prescriptions

Certification of medical necessity

Treatment plans

Medical records and service reports including (but not limited to):
Patient’s name and date of birth

Date and time of service

Name and title of person performing the service, if other than the bill-
ing practitioner

Chief complaint or reason for each visit

Pertinent medical history

Pertinent findings on examination

Medication, equipment, and/or supplies prescribed or provided
Description and length of treatment

Recommendations for additional treatments, procedures, or consulta-
tions

X-rays, tests, and results

Dental photographs/teeth models

Plan of treatment and/or care, and outcome
Specific claims and payments received for services

Each medical record entry must be signed and dated by the person
ordering or providing the service.

Prior authorization information

Claims, billings, and records of Medicaid payments and amounts
received from other payers for services provided to Medicaid clients

Provider Requirements
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2.8

* Records and original invoices for items that are prescribed, ordered, or
furnished

* Any other related medical or financia data

Compliance with applicable laws, regulations, and policies

All providers must follow all applicable rules of the Department and all appli-
cable state and federal laws, regulations, and policies. Provider manuals are to
assist providersin billing Medicaid; they do not contain all Medicaid rules and
regulations. Rule citations in the text are a reference tool; they are not a sum-
mary of the entirerule. In the event that amanual conflictswith arule, therule
prevails.

The following are references for some of the rules that apply to Montana Med-
icaid. The provider manual for each individual program contains rule refer-
ences specific to that program.

» Title XIX Social Security Act 1901 et seq.
o 42 U.S.C. 1396 et seq.
» Code of Federal Regulations (CFR)
* CFRTitle 42 - Public Health
* Montana Codes Annotated (MCA)
» MCA Title 53 - Socia Services and Institutions
» Administrative Rules of Montana (ARM)
* ARM Title 37 - Public Health and Human Services

Linksto rules are available on the Provider Information website (see Key Con-
tacts). Paper copies of rules are available through Provider Relations and the
Secretary of State’s office (see Key Contacts).

Provider Sanctions (ARM 37.85.501 - 507 and 513)

The Department may withhold a provider’s payment or suspend or terminate Med-
icaid enrollment if the provider has failed to abide by terms of the Medicaid con-
tract, federal and state laws, regulations and policies.

Other Programs

This is how the provider requirements apply in Department of Public Health and
Human Services (DPHHS or the Department) programs other than Medicaid.

Mental Health Services Plan (MHSP)

To be paid by MHSP, the provider must be enrolled as a Medicaid provider
and, in addition, must sign an addendum to the provider enrollment agreement
that is specific to MHSP. If a signed addendum is not on file when aclaim is
submitted to MHSP, payment will be denied until the addendum is received.

Provider Requirements
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Adults enrolled in MHSP can only receive MHSP services from a contracted
Mental Health Center. Children may obtain MHSP services from other
enrolled licensed practitioners.

All other policies and procedures in this chapter apply to MHSP providers in
the same way they apply to Medicaid providers.

Mental health services for Medicaid clients are included within the scope of
the Medicaid provider agreement and the separate addendum need not be
signed.

Children’s Health Insurance Plan (CHIP)

For CHIPR, the policies and procedures in this chapter apply only to providers of
dental services and eyeglasses. Provider Relations for providers of CHIP den-
tal services and eyeglasses is handled by the same DPHHS contractor as for
Medicaid. Providers of these services will receive CHIP provider numbers
that differ from Medicaid provider numbers they may already have.

For al other services, CHIP provider relations is administered by BlueCross
BlueShield of Montana; call (406) 447-8647 in Helena or (800) 447-7828
x8647 statewide.

Chemical Dependency Bureau State Paid Substance
Dependency/Abuse Treatment Program

Providers of chemical dependency services must have a state-approved pro-
gram, and the provider must sign a contract with the Department’s Addictive
and Mental Disorders Division for delivery of the covered services.

Provider Requirements 2.9
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Client Eligibility and
Responsibilities

Medicaid ID Cards

Each Medicaid client is issued his or her own permanent Montana Access To
Health Medicaid ID card (including QMB only clients). Clients must never throw
away the Montana Access To Health card, even if their Medicaid eligibility ends.
TheID card liststhe client’s name, date of birth, and amember number. The mem-
ber number may be used for checking eligibility and for billing Medicaid. Since
eligibility information is not on the card, it is necessary for providers to verify eli-
gibility before providing services (see Verifying Client Eligibility in this chapter).
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Members: THIS IS YOUR PERMANENT MEDICAID D CARD. KEEP THIS CARD!
Show this card o your medical provider when you request services. It is against the law to
let anyone else use your card. Please report lost or stolen cards by calling your Office of
Public Assistance. If you have any questions, call the Medicaid Help Line at 800-362-8312.

| THIS CARD DOES NOT GUARANTEE ELIGIBILITY

| OR PAYMENT FOR SERVICES

| Providers: You are responsible for verifying the identity and eligibility of the
cardholder. The number on this card is a control number, not the Client ID - do not use
this card number to bill claims. You can obtain current eligibility information by using
this card. Providers without a point of service system can use MEPS or FAXBACK or

| call Provider Relations.

Verifying Client Eligibility

Client éigibility may change monthly, so providers should verify eligibility each
visit. Providers can check digibility using any of the methods described in the fol-
lowing table.

Client Eligibility and Responsibilities 3.1



Verifying

Client Eligibility

Information : : Hours
Contact Available Special Instructions (M%L;:,;?in
Client Eligibility
Providers may use whichever method they find most convenient.
FAXBack  Client igibility « Cdl the number and enter your provider number, a 24 hours a
* Third party liability client ID, and specific dates of service. day/7 days
(800) 714-0075 » Managed care and other  Before using FAXBack, have your fax number onfile | aweek
restrictions with Provider Relations.
» When prompted, request the audit number or the
transaction will not be compl eted.
Automated Voice * Client eligibility « Call the number and enter your provider number, a 24 hoursa
Response  Third party liability client identification number, and specific dates of ser- | day/7 days
» Managed care and other vice. aweek
(800) 714-0060 restrictions * Verify eligibility for up to five clientsin one call.
« Amount of last check sent | « Program benefit limits not available here. Contact
to provider Provider Relations for limits (see Key Contacts).
Medicaid Eligibility and  Client eigibility * From the pavilion, click on Human Servicesfollowed | 24 hoursa
Payment System (MEPS) » Managed care and service by Medicaid. day/7 days
restrictions  Before accessing MEPS, you must get apassword by | aweek
meps.mtmedicaid.org « Client demographics printing the MEPS Access Request form from the
or e Third party liability MEPS site and mailing to the address on the form.
vhsp.dphhs.mt.gov  Claim status history « If the client is not currently eligible, the following
fieldswill not display on the Patient Information
QMB only digibility may Screen: PASSPORT Provider, Phone, HMO, Phone,
not be available on MEPS Copay Met Date, and QMB.
¢ Only thefirst letter in each word is capitalized, caus-
ing some namesto appear strange. For example, John
Jones |11 would appear John Jones lii.
ACS EDI Gateway * Client eligibility * Provider must enroll with EDI Gateway before they
2324 Killearn Center Blvd. | « Managed care and ser- can receive X12N 270/271 eligibility transactions.
Tallahassee, FL 32309 vicesrestrictions
(800) 987-6719 Phone * Client demographics
(850) 385-1705 Fax  Third party liability
For ASC X12N 270/271
Eligibility transactions
Medifax EDI * Client eligibility » MEVSvendors providerea time accessfor verifying | 24 hoursa
Medicaid Eligibility Verifi- | « Managed care and ser- patient eligibility for Montana Medicaid and other day/7 days
cation System (MEVS) vicesrestrictions commercial payers. aweek
(800) 444-4336 ext. 2546 * Client demographics » MEV Svendors offer avariety of productsto meet the
or 2072 o Third party liability needs of health care providersto include eligibility
www.medifax.com verification, claims credit card processing and state-
ments.
Provider Relations * Client eligibility Have your provider number and client ID number ready | 8:00am.to
Department * Prior authorization status | when you call. 5:00 p.m.
P.O. Box 8000 e Claim status Mon - Fri
Helena, MT 59604 * Amount of last check sent
(406) 442-1837 to provider
(800) 624-3958 In state » Enrollment status
(406) 442-4402 fax » Servicelimits
Local Offices of Public Client eligibility. » See Local Offices of Public Assistancelisting in 8:00am.to
Assistance Appendix B. 5:00 p.m.
Mon - Fri
| Presumptive Eligibility
1-800-932-4453 Presumptive digibility To become a provider who determines presumptive eli- | 8:00am.to
information gibility, call (406) 444-4540. 5:00 p.m.

Mon - Fri
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The following list shows some of the information returned to the provider in
response to an eligibility inquiry:
* Client'sMedicaid I D number. ThisID number is used when billing Med-
icaid and may be the client’s social security number.

» Eligibility status. Medicaid eligibility status for the requested date(s):

* Full Medicaid. When aclient’s eligibility denotes“Full” coverage, the
clientiseligible for all Medicaid covered services.

» Basic Medicaid. When dligibility denotes “Basic”, the client is only
eligible for some Medicaid services. For information on full and basic
coverage, see Appendix A: Medicaid Covered Services.

* QMB. QMB meanstheclient isa Qualified Medicare Beneficiary (see
When Clients Also Have Other Insurance, within this chapter).

e Team Care. When €ligibility denotesa“TC” indicatoror states “ Team
Care: Yes’, the client is enrolled in the Team Care program. All ser-
vices must be provided or approved by the designated PASSPORT pro-
vider.

* Designated provider. The client's primary care provider’'s name and
phone number are shown for clients who are enrolled in PASSPORT To
Health or Team Care. In ether case, al services must be provided or
approved by the designated provider (see the PASSPORT and Prior Autho-
rization chapter in this manual).

 TPL. If the client has other insurance coverage (TPL), the name of the
other insurance carrier is shown.

* Medicare D number. A Medicare ID number for clients who are eligible
for both Medicaid and Medicare.

Client without card

Since digibility information is not on the card, it is necessary for providers to
verify eligibility before providing services (see Verifying Client Eligibility in
this chapter), whether or not the clients presents a card. Confirm eligibility
using one of the methods shown in the \Verifying Client Eligibility table in this
chapter. If digibility is not available, the provider may contact the client’s
local office of public assistance (see Appendix B: Local Offices of Public
Assistance).

Newborns

Care rendered to newborns can be billed under the newborn’s original Medic-
aid 1D number (assigned by the mother’slocal office of public assistance) until
apermanent ID number (socia security number) becomes available. The hos-
pital or the parents may apply for the child’s social security number. Parents
are responsible for notifying their local office of public assistance when they
have received the child’s new social security number.

Client Eligibility and Responsibilities 3.3
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Inmates in Public Institutions (ARM 37.82.1321)
Medicaid does not cover clients who are inmates in a public institution.

Presumptive Eligibility for Pregnant Women

To encourage prenatal care, uninsured pregnant women may receive “ presumptive
eigibility” for Medicaid. If the client presents a Presumptive Eligibility Notice of
Decision, call (800) 932-4453 to confirm presumptive eligibility. See Appendix C:
Forms for a sample Presumptive Eligibility Notice of Decision (DPHHS HCS-
428). Presumptive eligibility may be for only part of a month and does not cover
inpatient hospital services, but does include all other applicable Medicaid services
listed on the Covered Services table in Appendix A.

Designated providers determine presumptive eligibility and give the client a Pre-
sumptive Eligibility Notice of Decision. To be a designated provider, the provider
must complete an application and provide one of the following services: outpatient
hospital, rural health clinic, or clinic services under physician direction. To
become a provider who determines presumptive eligibility, call (406) 444-4540.

Retroactive Eligibility

When aclient is determined retroactively eligible for Medicaid, the client should
give the provider a notice of retroactive eligibility (HCS-455). The provider has
12 months from the date retroactive eligibility was determined to bill for those ser-
vices. When a client becomes retroactively eligible for Medicaid, the provider
may:

» Accept the client asaMedicaid client from the current date.

» Accept the client as a Medicaid client from the date retroactive eligibility
was effective.

* Requirethe client to continue as a private-pay client.

Institutional providers (nursing facilities, skilled care nursing facilities, intermedi-
ate care facilities for the mentally retarded, institutions for mental disease, inpa-
tient psychiatric hospitals, and residential treatment facilities) must accept
retroactively eligible clients from the date eligibility was effective.

Non-emergency transportation and eyeglass providers cannot accept retroactive
eligibility.

For more information on billing Medicaid for retroactive eligibility services, see
the Billing Procedures chapter in the Medicaid billing manual for your provider

type.

Client Eligibility and Responsibilities



General Information Replacement Page, September 2004

Coverage for the Medically Needy

This coverage isfor clients who have an income level that is higher than Medicaid
program standards. However, when a client has high medical expenses relative to
income, he or she can become eligible for Medicaid by “spending down” income
to specified levels on a monthly basis. When the client chooses a “ spend down”
option, he or she is responsible to pay for services received before eigibility
begins, and Medicaid pays for remaining covered services.

Because eligibility does not cover an entire month, the client’s digibility informa-
tion may show eligibility for only part of the month, or the provider may receive a
Medicaid Incurment Notice. The incurment notice, sent by the local office of pub-
lic assistance, states the date eligibility began and the portion of the bill the client
must pay. (See Appendix C: Forms for a sample Medicaid Incurment Notice.) If
the provider has not received an incurment notice, he or she should verify eligibil-
ity for the date of service by any method described in this chapter or by contacting
the client’s local office of public assistance. Since this eligibility may be deter-
mined retroactively, the provider may receive the Incurment Notice weeks or
months after services have been provided.

Clients also have a “cash option” where they can pay a monthly premium to Med-
icaid, instead of making payments to providers, and have Medicaid coverage for
the entire month. This method results in quicker payment, simplifies the eligibil-
ity process, and eliminates incurment notices. Providers may encourage but not
require clients to use the cash option.

Nurse First

Nurse First Programs provide disease management and nurse triage services for
Medicaid clients throughout the state.

Nurse First Advice Line. The Nurse First advice line is a toll free, confidential
phone line staffed by licensed-registered nurses available 24/7. Clients are encour-
aged to call the nurse line any time they are sick, hurt, or have a health concern.
The nurses triage callers’ symptoms using clinically based algorithms, then direct
them to seek the appropriate level of services at the appropriate time. The nurses
do not diagnose nor provide treatment. Most Medicaid clients are eligible to use
the Nurse First Line, except clients in a nursing home/institution or clients with
both Medicare Part A and B and Medicaid coverage. The program is voluntary
through participation is strongly encouraged.

Nurse First Disease Management. Disease management services are available to
selected Medicaid clients. The services promote adherence to providers' treatment
plans and improve healthier living behaviors by providing individualized counsel-
ing and education through face-to-face and telephonic interaction with specially
trained registered nurses. Medicaid clients identified with one of the following

Client Eligibility and Responsibilities
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conditions are eligible for participation: asthma, diabetes, heart failure, cancer and
chronic pain. All clients meeting the eligibility requirements will automatically be
enrolled in the program. Clients who do not wish to participate may “opt-out” or
disenroll at any time. Program participation is strongly encouraged.

Montana Breast and Cervical Cancer Treatment Program

This program provides Basic Medicaid coverage for women who have been
screened through the Montana Breast and Cervical Health Program (MBCHP) and
diagnosed with breast and/or cervical cancer or a pre-cancerous condition. Clients
enrolled in this program have “Basic” coverage (see Full and Basic Coverage ear-
lier in this chapter). All other policies and procedures in this chapter apply. For
information regarding screening through the MBCHP program, call (888) 803-
9343.

When Clients Also Have Other Coverage

Clients with Medicare

Some Medicaid clients also are covered by Medicare, the federa program for
people age 65 and over and for people with disabilities. These clients are often
referred to as “dual eigibles.” Medicare Part A covers inpatient hospital care,
skilled nursing care facility and other services, Medicare Part B covers outpa-
tient hospital care, physician care and other services. Most Medicare clients
receive both Part A and Part B benefits. A few Medicare clientsareeligiblefor
one part only, so whether they are “dually eligible” depends on the service pro-
vided.

Medicare is the primary insurer for all dual eligibles. Medicaid may pay some
or all of the client's Medicare premium, deductible and coinsurance costs,
depending on the type of dual eligibility as follows. The following clients
receive Montana Access To Health cards, so providers must check eligibility to
determine the type of coverage the client has.

* Qualified Medicare Beneficiaries (QMB)
For QMBs, Medicaid pays their Medicare premiums and some or al of
their Medicare coinsurance and deductibles. See the How Payment Is Cal-
culated in the Medicaid billing manual for your provider type to learn how
these Medicaid payments are calculated. QMB clients may or may not also
be eligible for Medicaid benefits.

QMB Only. Medicaid will make payments only toward Medicare
coinsurance and deductibles.

Client Eligibility and Responsibilities
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QMB/Medicaid. The list of covered services is the same as for other
Medicaid clients. If aserviceis covered by Medicare but not by Med-
icaid, Medicaid will pay al or part of the Medicare deductible and
coinsurance. If aserviceis covered by Medicaid but not by Medicare,
then Medicaid will be the primary payer for that service.

* Other Dual Eligibles
Coverage is the same as for QMB/Medicaid clients except that Medicaid
does not pay the Medicare premiums.

» Specified Low-Income M edicar e Beneficiaries (SLMB)
For these clients, Medicaid pays the Medicare premium only. They do not
receive Medicaid cards, are not eligible for other Medicaid benefits, and
must pay their own Medicare coinsurance and deductibles.

Medicaid Benefits for Dually Eligible Clients

Medicare Medicare
Type of Dual Eligible Premium Paid B Coinsurance &
Y| beductible Paid By

QMB only Medicaid Medicaid*

QMB/Medicaid Medicaid Medicaid*

Other dua €eligibles Client Medicaid*

Specified Low-Income Medicare Medicaid Client When clients

Beneficiary have Medicare

* See the How Payment |s Cal culated chapter in the specific provider manual to learn g;géhiregsur-

how Medicaid calculates payment for Medicare coinsurance and deductibles. Coordination
of Benefits
before billing
Medicaid.

Clients with other sources of coverage

Medicaid clients may aso have coverage through workers compensation,
employment-based coverage, individually purchased coverage, etc. Other par-
ties also may be responsible for health care costs. Examples of these situations
include communal living arrangements, child support, or auto accident insur-
ance. These other sources of coverage have no effect on what services Medic-
aid covers. However, other coverage does affect the payment procedures; see
How Payment |Is Calculated in the Medicaid billing manual for your provider

type.

The Health Insurance Premium Payment Program

Some Medicaid clients have access to private insurance coverage, typically
through a job, but don’t enroll because they cannot afford the premiums. In
these cases, Medicaid may pay the premiums, at which time the private insur-
ance plan becomes the primary insurer. The client also remains eligible for
Medicaid. When Medicaid clients have access to private insurance coverage,
they may apply for the Health Insurance Premium Payment Program. See Key
Contacts.

Client Eligibility and Responsibilities 3.7
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Indian Health Service

The Indian Health Service (IHS) provides federal health services to American
Indians and Alaska Natives. IHS is a secondary payer to Medicaid. For more
information, see the table of Subsidized Health Insurance Programs in Mon-
tana at the end of this chapter.

Crime victims

The Crime Victims' Compensation Program is designed to help victims of
crime heal. This program may provide funding for medical expenses, mental
health counseling, lost wages support, funerals, and attorney fees. Crime Vic-
tim Compensation is a secondary payer to Medicaid. For more information see
table of Subsidized Health Insurance Programs in Montana at the end of this
chapter.

When Clients are Uninsured

Severa state and federal programs are available to help the uninsured; see Subsi-
dized Health Insurance Programs in Montana at the end of this chapter.

Client Responsibilities
Medicaid clients are required to:
* Notify providersthat they have Medicaid coverage.
* Present avalid Montana Access To Health card at each visit.

* Pay Medicaid cost sharing amounts; see Billing Procedures chapter in pro-
vider-specific manual.

* Notify providers of any other coverage, such as Medicare or private insur-
ance.

* Notify providers of any changein coverage.
» Forward any money received from other insurance payers to the provider.

» Inform their local office of public assistance about any changes in address,
income, etc.

Medicaid clients may see any Medicaid-enrolled provider as long as PASSPORT

To Health and prior authorization guidelines are followed, and as long as they are
not enrolled in Team Care.

Client Eligibility and Responsibilities
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Other Programs

Hereis how client eligibility provisions apply in Department of Public Health and
Human Services programs other than Medicaid.

Mental Health Services Plan (MHSP)

MHSP clients will present a hard white plastic card. Their MHSP card makes
them eligible only for those services covered by MHSP, which are described in
the Mental Health Services and Prescription Drug Program manuals. Medic-
aid clients do not need an MHSP card to receive mental health services.

Children’s Health Insurance Plan (CHIP)

Few children are €eligible for both Medicaid and CHIP simultaneoudly. If a
patient presents both cards, check the dates of Medicaid eligibility and the
child’s CHIP enrollment. If both cards are valid, treat the patient as a CHIP
patient. Services not covered by CHIP may be covered by Medicaid.

If aclient presents a CHIP card for dental services, then see the CHIP Dental
Services manual for information about coverage and billing. If a client pre-
sents a CHIP card for eyeglasses, the card is valid only with the CHIP pro-
gram’'s designated supplier (see the CHIP section of the Optometric and
Eyeglass Services manual). If aclient presents a CHIP card for any other ser-
vice, see the CHIP provider manual published by BlueCross BlueShield of
Montana. Call (406) 447-8647 in Helena or (800) 447-7828 x8647 statewide
for more information.

Chemical Dependency Bureau State Paid Substance Depen-
dency/Abuse Treatment Program (CDB-SPSDATP)

Clients in this program are not issued a Montana Access To Health card. Cli-
ents should apply for services directly from the state approved programs. For a
list of these programs call (406) 444-9408. Servicesrequire prior authorization
and authorization for continued stay review.

Client Eligibility and Responsibilities 3.9
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Subsidized Health Insurance Programs in Montana
(Providers May Refer Clients to the Following Programs)

For More
Program Administered By | Target Populations Information on
Eligibility
Medicaid Montana Dept. of Public L ow-income children and Local Office of Public

Health and Human Ser- their family members, and Assistance
vices disabled individuals.
Children’s Health Montana Dept. of Public Low-income, uninsured chil- | 1-877-KIDS-NOW
Insurance Plan (CHIP) Health and Human Ser- dren who are ineligible for (1-877-543-7669)
vices Medicaid. www.chip.mt.gov

Caring Program for
Children

BlueCross BlueShield of
Montana

L ow-income children who
areineligible for Medicaid.

(800) 447-7828 X3612

Montana Youth Care

BlueCross BlueShield of
Montana

L ow-income children who
areineligible for CHIP, Car-
ing Program, and Medicaid.

(800) 447-7828 X8295

Montana Comprehensive
Health Association

BlueCross BlueShield of
Montana

People who have trouble
buying health insurance
because of their health condi-
tion.

(800) 447-7828 X8537

Children's Specia Health

Montana Dept. of Public

Children with special health

(800) 762-9891 or

Services Health and Human Ser- care needs. (406) 444-3622
vices
Mental Health Services Montana Dept. of Public Individualswith aqualifying | Community Mental Health
Plan Health and Human Ser- mental health diagnosiswho | Center
vices areineligible for Medicaid.
Medicare Centers for Medicare and People who are age 65 and U.S. Socia Security
Medicaid Services over, have adisability, or Administration office or
(formerly U.S. Hedlth have end-stage renal disease. | www.medicare.gov
Care Financing Adminis-
tration)
Indian Health Service Billings AreaIndian All enrolled members of fed- | (406) 247-7107 or

Health Services

erally recognized tribes.

www.ihs.gov

Crime Victims Compen-
sation Program

Montana Dept. of Justice

Crime victims and their
dependents and relatives.

(406) 444-3653
www.usdoj.gov/crimevic-
tims.htm

Workers Compensation

State Fund and indepen-
dent workers' compensa-
tion insurers

People with injuries or ill-
nesses related to their work.

Workers may call
(406) 444-6543

Note: Eligibility rules are complex; clients and providers should check with the program administrator for specifics.

3.10
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What Is PASSPORT To Health, Team Care, and Prior
Authorization? (ARM 37.85.205 and 37.86.5101 - 5120)

PASSPORT To Health, Team Care, Nurse First and Prior Authorization are exam-
ples of the Department’s efforts to ensure the appropriate use of Medicaid services.
Each of these programs has specific requirements.

PASSPORT To Health

PASSPORT To Health Managed Care Program is Montana Medicaid’s Primary
Care Case Management (PCCM) Program. Under PASSPORT, Medicaid cli-
ents choose one primary care provider and develop an ongoing relationship
that provides a “medical home.” With some exceptions, all servicesto PASS-
PORT clients must be provided or approved by the PASSPORT provider.

The PASSPORT mission is to manage the delivery of health care to Montana
Medicaid clientsin order to improve or maintain access and quality while min-
imizing use of health care resources. Approximately 68% of the Medicaid
population is enrolled in PASSPORT. Most Montana Medicaid clients must
participate in PASSPORT. The PASSPORT Program saves the Medicaid Pro-
gram approximately $20 million each year. These savings allow improved
benefits and/or reimbursement elsewhere in the Medicaid Program.

Team Care

Team care is a utilization control and management program designed to edu-
cate clients on how to effectively use the Medicaid system. Team Care clients
are managed by a “team” consisting of a PASSPORT primary care provider
(PCP), one pharmacy, Nurse First, and Montana Medicaid. This group works
together to help clients decide how, when and where to access services. Cli-
ents with a history of using services at an amount or frequency that is not med-
icaly necessary are enrolled in Team Care. These clients must enroll in
PASSPORT, select a PASSPORT PCP and single pharmacy, and call the Nurse
First Advice Line prior to accessing Medicaid health services (except for emer-
gency services). These clients receive extensive outreach and education from
Nurse First nurses and are instructed on the proper use of the Montana Medic-
aid healthcare system.

PASSPORT and Prior Authorization
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General Information

Clients are identified for the Team Care Program by claims data analysis, rec-
ommendation from the Drug Utilization Review Board or by provider referral.
Providers who want to recommend a client to the Team Care program should
submit a completed Team Care Provider Referral Fax Form available on the
Provider Information website or contact the Team Care program officer (see
Key Contacts).

Team Care is a component of the PASSPORT To Health program, and all
PASSPORT rules and guidelines apply to Team Care clients. For more infor-
mation on the Team Care Program, visit the Team Care page on the Provider
Information website (see Key Contacts) or see the Medicaid manual for your
provider type. For more information on the Nurse First Program, see Nurse
First in the Client Eligibility and Responsibilities chapter of this manual.

Prior authorization

Prior authorization (PA) refers to a list of services that require Department
authorization before they are performed. Some services may require both
PASSPORT approval and prior authorization. If aservice requires prior autho-
rization, the requirement exists for all Medicaid clients. Prior authorization is
usually obtained through the Department or a prior authorization contractor. 1f
both PASSPORT approval and prior authorization are required for a service,
then both numbers must be recorded in different fields on the Medicaid claim
form (see the Completing a Claim chapter in the Medicaid billing manual for
your provider type). Most Montana Medicaid fee schedules indicate when PA
isrequired for a service. For more information on prior authorization, see the
PASSPORT and Prior Authorization chapter in the Medicaid billing manual for
your provider type.

In practice, providers will most often encounter clients who are enrolled in PASS-
PORT. Whether the client is enrolled in PASSPORT or Team Care, the eligibility
information denotes the client’s primary care provider. Services are only covered
when they are provided or approved by the designated PASSPORT provider or
Team Care pharmacy shown in the eligibility information. Specific services may
require both prior authorization and PASSPORT provider approval. To be cov-
ered by Medicaid, al services must also be provided in accordance with the
requirements listed in the Provider Requirements chapter of this manual and in the
Medicaid billing manual for your provider type.

Verifying PASSPORT Enrollment

Client eigibility verification will denote whether the client is enrolled in PASS-
PORT. The client’'s PASSPORT provider and phone number are also available,
and the client may have Full or Basic coverage. Instructions for checking client
eligibility are in the Client Eligibility and Responsibilities chapter of this manual.

PASSPORT and Prior Authorization
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PASSPORT and Emergency Services

PASSPORT provider approval is not required for emergency services. Emergency
medical services are those services required to treat and stabilize an emergency
medical condition. Non-emergenciesin the ED will not be reimbursed, except for
the screening and evaluation fee and any appropriate imaging and diagnostic ser-
vicesthat are part of the screening. For more information, see Emergency Services
on the Provider Information website or in the Medicaid billing manual for your
provider type (see Key Contacts).

If inpatient hospitalization is recommended as post stabilization treatment, the hos-
pital must get a referral from the client’s PASSPORT provider. If the hospital
attempts to contact the PASSPORT provider and does not receive a response
within 60 minutes, authorization is assumed. To be paid for these services, send
the program officer (see Key Contacts) documentation that clearly shows the time
of the attempt to reach the PASSPORT provider and the time of the initiation of
post stabilization treatment. There must be a 60 minute time lapse between these
two events.

PASSPORT Referral and Approval

If aMedicaid client is seeking a medically necessary service that the PASSPORT
provider does not provide, and the service requires PASSPORT approval, then the
PASSPORT provider refers the client to another provider. Referrals can be made
to any other provider who accepts Montana Medicaid. Referrals from the PASS-
PORT provider may be verbal or in writing and must be documented by the PASS-
PORT provider. Referrals must also be accompanied by the primary care
provider’s PASSPORT number for use on the claim. See Appendix A for aMedic-
aid covered services and PASSPORT referral information. Providers should refer
to their Medicaid billing manual for their provider type.

PASSPORT and Indian Health Services

Clients who are eligible for both Indian Health Services (IHS) and Medicaid may
choose a PASSPORT-enrolled IHS provider or another provider as their PASS-
PORT provider. Clientswho are eligible for IHS do not need areferra from their
PASSPORT provider to obtain services from IHS. However, if IHS refers the cli-
ent to anon-1HS provider, the PASSPORT provider must approve the referral.

Non-PASSPORT Provider and a PASSPORT Client

To be covered by Medicaid, al services must be provided in accordance with the
requirements listed in the Provider Requirements chapter of this manual and in the
Covered Services chapter of the Medicaid billing manual for your provider type.
Prior authorization and Team Care requirements must also be followed.

o |If aclient is enrolled in PASSPORT, the services must be provided or
approved by the client's PASSPORT provider. Some services do not

PASSPORT and Prior Authorization 4.3
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require PASSPORT approval (See Appendix A Medicaid Covered Ser-
vices).

The PASSPORT provider’s approval may be verbal or written but should
be documented and maintained in the client’s file, and the claim form must
contain the PASSPORT provider’s PASSPORT number. The referral must
be documented in the PCP's client file or telephone log. Documentation
should not be submitted with the claim.

The client’'s PASSPORT provider must be contacted for approval for each
visit.

Using another provider’s PASSPORT number without approval is consid-
ered fraud.

If a PASSPORT provider refers a client to you, do not refer that client to
someone el se without the PASSPORT provider’s approval. Thisis consid-
ered piggy backing and Medicaid will not cover the service.

A facility or non-PASSPORT provider is not authorized to pass on a PASS-
PORT approval number. This may be considered fraud.

To verify client eligibility, see the Client Eligibility chapter in the General
Information For Providers manual.

How to Become a PASSPORT Provider

Any provider who has primary care within his or her scope of practice and is prac-
ticing primary care can be a PASSPORT provider. PASSPORT providersreceive a
monthly case management fee of $3.00 for each enrolled PASSPORT client. Pro-
viders who wish to become a PASSPORT provider must:

Enroll in Medicaid. Medicaid enrollment forms are available on the Pro-
vider Information website, or providers may call Provider Relations (see
Key Contacts).

Enroll in PASSPORT. The PASSPORT agreement is available on the Pro-
vider Information website, or providers may call Provider Relations (see
Key Contacts).

PASSPORT Tips

» Verify the client’s Medicaid eligibility by using one of the methods described
in the Client Eligibility and Responsibilities chapter of this manual.

* Do not hill for case management fees; they are paid automatically to the pro-
vider each month.

* If you are not your client's PASSPORT provider, and the services require
PASSPORT provider approval, contact the client’'s PASSPORT provider for
approval. If the serviceis approved, include the PASSPORT approva number
on the claim, or it will be denied.

PASSPORT and Prior Authorization
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* The same cost sharing, service limits, and provider payment rules apply to
PASSPORT and non-PASSPORT clients and services.

» For clams questions, refer to the Billing Procedures chapter of the Medicaid
billing manual for your provider type, or call Provider Relations (see Key Con-
tacts).

Getting Questions Answered

The Key Contacts section in the front of this manual provides important phone
numbers and addresses. Providers may call Provider Relations for answers to
guestions about Medicaid or PASSPORT enrollment, claims, client eligibility, and
more. Clients may call the Montana Medicaid Help Line for answers to most
Medicaid and PASSPORT questions. Provider newsdletters keep providers updated
on Medicaid and PASSPORT changes and are available on the Provider Informa-
tion web site (see Key Contacts).

PASSPORT and Prior Authorization 4.5
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Surveillance/Utilization Review (42 CFR 456)

The Department’s Surveillance/Utilization Review Section (SURS) carries out a
federally mandated program that performs retrospective reviews of paid claims.
SURS is required to safeguard against unnecessary and inappropriate use of Med-
icaid services and against excess payments. If the Department pays a claim and
later discovers that the service was incorrectly billed or the claim was erroneously
paid in some other way, the Department is required by federal regulation to recover
any overpayment. Referrals are received from:

* Providers

* Clients

* Department program officers

» Other agencies such as Medicare, other states Medicaid programs, etc.
» Legidators

* Private citizens

* OmniAlert (A fraud detection tool which performs statistical analysis on
paid claims data to detect abnormal patterns)

After the provider is notified of an audit, SURS personnel send a spreadsheet to the
provider with paid claims data. The provider is requested to send supporting doc-
umentation for the items listed on the spreadsheet. The Department allows ade-
guate time for the data collection and submission to the Department. A SURS
compliance specialist completes the audit, and if the calculated overpayment
exceeds $5000, the case is presented to the administrators, bureau chiefs, program
officers, legal representatives, the SURS supervisor and an agent from the Depart-
ment of Justice. The caseisreviewed initsentirety, and if the committee agrees, a
“overpayment letter” will be sent. If the amount of calculated overpayment isless
than $5000, the case is reviewed by the bureau chief, program officer and the
SURS supervisor. Their approva will initiate an overpayment |etter.

The overpayment letter specifies the amount of the overpayment, the date the

funds are due, interest payments, appeal rights information, details on how to pro-
ceed, and the appropriate contact person.
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If a provider is billing incorrectly but does not have an overpayment greater than
$100, SURS may send the provider an educational letter. This letter would
describe the problem areas and suggest resources and materials to assist the pro-
vider in correcting the problem. The provider’'sclaimsarereviewed at alater date
to verify that the billing problem has been corrected.

Key Points

The SURS unit encourages providers to call with any questions or concerns
regarding the audit of paid claims. (See Key Contacts.)

The SURS unit or Provider Relations cannot suggest specific codes to be
used in billing for services.

Medicaid is entitled to recover payment made to providers when a claim
was paid incorrectly for any reason. (ARM 37.85.406)

Medicaid pays for only those prescriptions and services that are covered by
Medicaid.

Medicaid may go back six years and three months when conducting an
audit.

Medicaid may charge interest on recovered funds.

Medicaid may withhold payment or suspend or terminate Medicaid enroll-
ment if the provider has failed to abide by terms of the Medicaid contract,
federal and state laws, regulations and policies. (ARM 37.85.501,
37.85.502, and 37.85.513)

Prior authorization does not guarantee payment; a claim may be denied or
money paid to providers may be recovered if the claim isfound to be inap-
propriate.

Billing Tips

The best way to avoid an audit isto make sure all claims are billed accurately. The
following suggestions may help reduce billing errors:

1.

Be familiar with the current Medicaid provider manuals and fee schedules,
and provider notices. These are available on the Provider Information website
or by contacting Provider Relations (see Key Contacts)

Use current CPT-4, HCPCS, and ICD-9-CM coding books, and refer to the
long descriptions. Relying on short descriptions can result in inappropriate
billing.

Maintain complete records. (See Provider Requirements, Record Keeping.)

Attend classes on coding offered by certified coding specialists.

Surveillance/Utilization Review
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5. Utilize services and training offered by the Medicaid Provider Relations field
representative. (See Introduction, Provider Training and Workshops.)

6. Avoid hilling for the same service/supply twice. Contact Provider Relations
for the status of submitted claims. (See Key Contacts.)

7. Use specific codes rather than miscellaneous codes. For example, 99213 is
more specific (problem-focused visit) than 99499 (unlisted evaluation and
management service).

8. Bill only for those items/services covered by Medicaid. (See current fee
schedule and provider manuals.)

9. Bill only under your own provider number.
10. Bill only for services you provided.

11. Bill for the appropriate level of service provided. For example, the CPT-4 cod-
ing book contains detailed descriptions and examples of what differentiates a
level 1 officevisit (99201) from alevel 5 office visit (99205).

12. Services covered within “global periods’ for certain CPT-4 procedures are not
paid separately and should not be billed separately. Most surgical and obstetric
procedures and some medical procedures include routine care before and after
the procedure. Medicaid fee schedules show the global period for each CPT-4
service.

13. Pay close attention to modifiers used with CPT-4 and HCPCS codes on both
CMS-1500 bills and UB-92 hills. Modifiers are becoming more prevaent in
health care billing, and they often affect payment calculations.

14. Choose the least costly alternative. For example, if aclient is ableto operate a
standard wheelchair then a motorized wheelchair should not be prescribed or
provided.

15. For repeat clients, use an established patient code (e.g. 99213) instead of afirst
time patient code (e.g. 99203). A first time patient code may be used when:

* The provider seesthe client for the first time.

* It has been at least three years since the client has seen the provider or
another provider of the same specialty who belongs to the same group
practice.

16. Use the correct “units’ measurement on CMS-1500 and UB-92 bills. In gen-

eral, Medicaid follows the definitions in the CPT-4 and HCPCS billing manu-
as. Unless otherwise specified, one unit equals one visit or one procedure.
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17.

18.

19.

20.

21.

22.

23.

For specific codes, however, one unit may be 15 minutes, a percentage of body
surface area, or another quantity. Always check the long text of the code
description.

Physical therapists may bill for restorative services, not maintenance (except
under Home and Community Based Services waiver).

Professiona interpretation of x-rays and other diagnostic tests can only be
billed once - typically by the radiologist.

Durable Medical Equipment, Orthotics, Prosthetics and Supplies (DMEOPS)
must be medically necessary and prescribed in writing prior to delivery by a
physician or other licensed practitioner of the healing arts within the scope of
his or her practice as defined by state law. (ARM 37.86.1802)

Prescriptions for medical supplies used on a continuous basis shall be renewed
by a physician at least every 12 months and must specify the monthly quantity
of the supply.

When billing for DMEOPS, a completed Certificate of Medical Need (CMN)
for each item (when required) must be maintained in the provider’s files in
accordance with the requirements of ARM 37.85.414 (see Provider Require-
ments, Record Keeping).

Observe rental time restrictions on durable medical equipment. Medicaid will
recover rental payments made past the purchase price. Rental feesinclude sup-
plies, maintenance, and repairs, so do not bill for theseitems.

When requesting advice or direction from a Department program officer, it is
wise to ask for it in writing for your records.

Other Programs

The SURS audit process is the same for Medicaid and the Mental Health Services
Plan. The Children’s Health Insurance Plan and the Chemical Dependency Bureau
State Paid Substance Dependency/Abuses Treatment Program have separate pro-
grams for reviewing paid claims.

Surveillance/Utilization Review
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Appendix A: Medicaid Covered
Services

» Thistable contains general information about services by provider type. It is hot a com-
prehensive list of services or prior authorization and PASSPORT requirements. For
detailed information regarding prior authorization, PASSPORT approval, coverage, and
cost sharing information, refer to the Medicaid billing manual for your provider type (e.g.,
Physician Related Services, Hospital Outpatient Services, etc.). Providers may verify
PASSPORT and prior authorization requirements for specific services by contacting Pro-
vider Relations (see Key Contacts).

* Covered services are subject to change based on changes in funding, legidative action,
and changes in administrative rules.

* When aclient is enrolled in PASSPORT To Health, most services must be provided or
approved by the PASSPORT provider. The following table shows whether clients need
PASSPORT provider approval to visit a provider. Even though clients don’'t need PASS-
PORT approval to visit some providers, some of the services rendered by these providers
may require PASSPORT approval.

Medicaid Covered Services
Covered Covered Need Need
Services Under PASSPORT Prior Age
X . Under Full ) . . 2.
Provided by: Medicaid? Basic Provider Authoriza- | Restrictions
’ Medicaid? | Approval? tion?
Ambulances Yes Yes No Yesfor sched- No
uled transport
(For emergen-
cies, providers
have 60 days
following ser-
viceto obtain
authorization.)
Ambulatory surgical Yes Yes Yes Some services | Some procedures
centers *** Except for require PA. and diagnosis
some services codes have age
listed at the end restrictions.
of thistable.
Audiologists Yes No* No No No
Chiropractors Yes Yes Yes No Under 21 and
(Under 21 and (Under 21 and QMB only
QMB only) QMB only)
Appendix A: Covered Services Al
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Medicaid Covered Services (continued)

Covered Need Need
- Covered .
Services Under PASSPORT Prior Age
. . Under Full . . . S
Provided by: - Basic Provider | Authoriza- | Restrictions
Medicaid? L .
Medicaid? | Approval? tion?
Dentists and Yes No* No Some services | Some procedures
Orthodontists Some services require PA or and diagnosis
require authori- have limits. codes have age
zation, such as restrictions.
dental surgery.
Denturists Yes No* No Some services | Some procedures
require PA or and diagnosis
have limits. codes have age
restrictions.
Dialysis— attendant Yes Yes No Yes No
in the home
Dialysis—freestanding Yes Yes No No No
centers
Durable medical Yes No* No Some services | Some age restric-
equipment, medical Except for items require PA. tions apply. See
supplies, and prosthet- identified in the the Medicaid bill-
ics providers program’s fee ing manual for
schedule. your provider
type.
Eyeglass providers Yes No* No No No
(Some limita-
tions apply.)
Federally qualified Yes Yes Yes No No
health centers (FQHC) (Except for den- | *** Except for
tal services.) some services
listed at the end
of thistable.
Hearing aid providers Yes No* No Yes No
Home and community Yes, but must be | Yes, but must be No Yes No
based service providers | screened and screened and
(HCBS waiver) pro- meet level of meet level of
vided to qualifying cli- | carerequire- carerequire-
entsin theclient’s ments. ments.
home
Home health care Yes Yes Yes Yes No
providers
A.2 Appendix A: Covered Services
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Medicaid Covered Services (continued)

Covered Need Need
. Covered .
Services Under PASSPORT Prior Age
. . Under Full . . . 2.
Provided by: - Basic Provider | Authoriza- | Restrictions
Medicaid? . .
Medicaid? | Approval? tion?
Home infusion therapy Yes No No Some services No
providers require PA.
Hospice providers Yes Yes No No No
Hospitals Yes Yes Yes Some in-state No
(inpatient) *** Except for services require
some services PA. All out-of
listed at theend | state admis-
of thistable. sions and some
services require
PA.
Hospitals Yes Yes Yes No No
(outpatient) *** Except for Except for ther-
some services apy services
listed at theend | over 40 hours
of thistable. for children
Hospitals Yes Yes No No No
(emergency services)
Hospitals Yes Yes No Some services No
(swing bed) require PA.
Indian Health Services Yes Yes No Some services
(IHS) require PA.
Intermediate care facili- Yes Yes No Some services No
tiesfor the mentally require PA.
retarded
Laboratory providers Yes Yes No No No
Licensed clinical pro- Yes Yes No Some services No
fessional counselors require PA.
Mental health case Yes Yes No Some services No
management providers require PA.
Mental health centers Yes Yes No Some services No
require PA.
Mid-level practitioners Yes Yes Yes Some services | Some procedures
(includes advanced *** Except for require PA. and diagnosis
practice nurses and some services codes have age
physician assistants) listed at the end restrictions.
of thistable.
Appendix A: Covered Services A.3
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Medicaid Covered Services (continued)

Covered Need Need
- Covered .
Services Under PASSPORT Prior Age
) . Under Full . . . o
Provided by: - Basic Provider | Authoriza- | Restrictions
Medicaid? L .
Medicaid? | Approval? tion?
Nursing facilities Yes Yes No Some services No
require PA.
Nursing facilities for Yes Yes No Some services No
the aged mentally require PA.
retarded
Nutritionists Yes N/A Yes No Under 21 only**
Occupational therapists Yes Yes Yes No No
Optometrists and Yes No* No No No
Ophthalmologists Some limita-
(medical treatment of tions apply.
eye disease)
Personal care services Yes No No Yes No
inaclient'shome
Pharmacies Yes Yes No Some services No
require PA.
Physical therapists Yes Yes Yes No No
Physicians Yes Yes Yes Some services | Some procedures
*** Except for require PA. and diagnosis
some services codes have age
listed at the end restrictions.
of thistable.
Podiatrists Yes Yes No No No
Private duty Yes N/A Yes Yes Under 21 only**
nursing providersin
non-institutional set-
tings
Psychiatrists Yes Yes No No Some procedures
and diagnosis
codes have age
restrictions.
Psychologists Yes Yes No Some services No
require PA.
A4 Appendix A: Covered Services
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Medicaid Covered Services (continued)

Covered Need Need
- Covered .
Services Under PASSPORT Prior Age
) . Under Full . . . i
Provided by: - Basic Provider | Authoriza- | Restrictions
Medicaid? L .
Medicaid? | Approval? tion?

Public health clinics Yes Yes Yes Some services | Some procedures
*** Except for may require PA. | and diagnosis
some services codes have age
listed at the end restrictions.
of thistable.

Residential treatment Yes N/A No Yes Under 21 only

centers

Respiratory therapy Yes N/A Yes No Under 21 only**

providers

Rural health clinics Yes Yes Yes No No

(RHC) *** Except for
some services
listed at the end
of thistable.

School based services Yes N/A Yes No Under 21 only

providers Except immuni- | Except private
zations and duty nursing
mental health services.
services.

Speech therapists Yes Yes Yes No No

Socia workers Yes Yes No Some services No

(licensed) require PA.

Substance Depen- Yes N/A No Yes Under 21 only

dency, inpatient and

day treatment providers

(state approved

programs)

Substance Depen- Yes Yes No No No

dency, outpatient

providers

(state approved pro-

grams)

Targeted case Yes Yes No No Some procedures

management providers and diagnosis

codes have differ-
ent age restric-
tions.
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Medicaid Covered Services (continued)

Covered Need Need
- Covered .
Services Under PASSPORT Prior Age
. . Under Full . . . i
Provided by: - Basic Provider | Authoriza- | Restrictions
Medicaid? L .
Medicaid? | Approval? tion?

Therapeutic family care Yes N/A No Yes Under 21 only
Therapeutic group Yes N/A No Yes Under 21 only
home care
Transportation Yes Yes No Yes No
(commercial) (Cadll 1-800-

292-7114 for

PA)
Transportation Yes Yes No Yes No
(specialized non-emer- (Cdll 1-800-
gency) 292-7114 for
PA)
X-ray providers Yes Yes No No No
Some services
may require
authorization.

*  This service may be covered if it is “essential for employment” or an emergency. See the
Medicaid billing manual for your provider type for details.
**  This service is covered for all ages under the Home and Community Based Services pro-

gram.

***  These services do not require PASSPORT approval:
» Family planning services

 Pregnancy related services

A.6

e Immunizations

» Anesthesiology services

 Pathology services

* Mental health services

¢ Ophthalmology services
 Testing for blood lead levels
* Testing and treatment for sexually transmitted diseases
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Local Offices of Public Assistance

Phone Fax
Count Address
y Number Number
1. Beaverhead 2 South Pacific #9 683-3773 683-5080
Dillon, MT 59725
2. BigHorn 23 West 8th 665-8700 665-3675
P.O. Box 426
Hardin, MT 59034
3. Blaine 100 Chippewa Street West 353-4269 353-4286
Harlem, MT 59526 353-4271
353-4285
4, Broadwater 124 North Cedar 266-3157 266-3158
Townsend, MT 59644
5. Carbon 206 North Broadway 446-1302 446-1680
P.O. Box 670
Red Lodge, MT 59068
6. Carter 10 West Fallon Ave. 775-8751
P.O. Box 750
Baker, MT 59313
7. Cascade 201 1st Street S., Suite 1 454-5640 454-5697
PO. Box 1546
Great Falls, MT 59401
8. Chouteau 1020 13th Street 622-5432 or 622-3848
P.O. Box 459 622-5433
Fort Benton, MT 59442
9. Custer 1010 Main Street 874-3334 233-3449
Courthouse Basement
Miles City, MT 59301
10. Dani€ls 100 West Laurel Ave. 765-1370 765-1374
Plentywood, MT 59254
11. Dawson 121 South Douglas 377-4314 377-5917
Glendive, MT 59330 377-6505
12. Deer Lodge 307 East Park, Rm. 305 563-3448 563-7279
Anaconda, MT 59711

Appendix B: Local Offices of Public Assistance
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Local Offices of Public Assistance (continued)

Phone Fax
Count Address
y Number Number

13. Fdlon 10 West Fallon Ave. 778-7120 778-2815
PO. Box 759
Baker, MT 59313

14. Fergus 300 1st Ave. N., Suite 201 538-7468 538-8419
Lewistown, MT 59457

15. Flathead 2282 Highway 93 South 751-5900 751-5929
PO. Box 1096 751-5921
Kalispell, MT 59903

16. Gdlatin 237 West Main 582-3010 582-3114
Bozeman, MT 59715

17. Garfield 217 W. Parks 635-2133 635-4110
PO. Box 531
Terry, MT 59349

18. Glacier For Browning: Browning: Browning:
101 East Main 338-5131 338-7769
PO. Box 3025 338-5162
Browning, MT 59417
For Cutbank: Cutbank: Cutbank:
505 East Main 873-5860 873-5859
Cutbank, MT 59427

19. Golden Valley 201 A Ave. NW (800) 811-8011 632-4880
Harlowton, MT 59036

20. Granite 220 N. Sansomme 859-0009 859-3817
PO. Box 370
Phillipsburg, MT 59858

21. Hill Courthouse Annex 265-4348 265-6919
302 4th Ave.
Havre, MT 59501

22. Jefferson P.O. Box 836 225-4045 225-4023
114 South Washington
Boulder, MT 59632

23. Judith Basin 300 1st Ave. N., Suite 201 566-2499
Lewistown, MT 59457

24. Lake 826 Shoreline Dr. 883-7820 883-5320
Polson, MT 59860

25. Lewis & Clark PO. Box 202959 444-1700 444-1751
3075 North Montana Ave.
Helena, MT 59620-2959
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Local Offices of Public Assistance (continued)

Phone Fax
Count Address
Y Number Number

26. Liberty Courthouse 265-4348 265-6919
302 4th Ave.
Havre, MT 59501

27. Lincoln 117 Commerce Way 293-3791 293-5549
Libby, MT 59923

28. Madison 313 East Idaho 843-5324 843-5325
PO. Box 75
Virginia City, MT 59755

29. McCone 217 W. Parks 635-2133 635-4110
PO. Box 531
Terry, MT 59349

30. Meagher PO. Box 514 222-8000 or 547-3388
15 West Main, Courthouse 547-3752 Ext. 4
White Sulphur Springs, MT
59645

31. Minera 305W. Main St 822-4551 Ext. 1 or 2 822-3217
PO. Box 626
Superior, MT 59872

32. Missoula 2677 Palmer, Suite 100 329-1200 329-1240
Missoula, MT 59808 329-1270

33. Musselshell 26 Main St 323-2101 323-2007
Roundup, MT 59072

34. Park 220 E. Park 222-8000 222-5742
Livingston, MT 59047

35. Petroleum 300 1st Ave. N., Suite 201 566-2277 Ext. 108
Lewistown, MT 59457 566-2499

36. Phillips 314 2nd Ave. W. 654-2252 654-2254
P.O. Box 1339
Malta, MT 59538

37. Pondera Pondera County CFS 271-4020 271-4074
300 N. Virginia &., Ste 320
Conrad, MT 59425-1662

38. Powder River 217 W. Parks 635-2133 635-4110
PO. Box 531
Terry, MT 59349

39. Powell 409 Missouri 846-3680 Ext. 214 846-3257
Deer Lodge, MT 59722
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Local Offices of Public Assistance (continued)

Phone Fax
Count Address
Y Number Number

40. Prairie PO. Box 531 635-2133 635-4110
Terry, MT 59349

41. Ravalli 310 N. 3rd Street 363-1944 363-2138
Hamilton, MT 59840

42. Richland 221 5th Street SW 433-2282 433-2015
Sidney, MT 59270

43. Roosevelt Courthouse Building 653-1210 653-2057
400 2nd Avenue South (866) 653-1210
Wolf Point, MT 59201

44. Rosebud 121 North 11th Avenue 356-2563 356-7166
P.O. Box 5016
Forsyth, MT 59327

45. Sanders 2 Tradewinds Way 827-4395 827-5395
Thompson Falls, MT 59873

46. Sheridan 100 West Laurel Ave. 765-1370 765-1374
Plentywood, MT 59254

47. Silver Bow 700 Casey Street 496-4900 496-4901
Butte, MT 59701

48. Stillwater PO. Box 928 322-5331 322-4076
43 North 4th Street
Columbus, MT 59019

49. Sweet Grass 5th and Hooper 932-5266 932-6628
Big Timber, MT 59011

50. Teton 20 1st St. NW 466-5721 466-2349
P.O. Box 803
Choteau, MT 59422

51. Toole Courthouse 434-2371 434-7054
226 1st Street S.
Shelby, MT 59474

52. Treasure 121 North 11th Avenue 365-2563 356-7166
P.O. Box 5016
Forsyth, MT 59327
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Local Offices of Public Assistance (continued)

Phone Fax
Count Address
y Number Number
53. Valley Courthouse Annex 228-8221 X44 228-4030
501 Court Square, Box 9
Glasgow, MT 59230
54. Wheatland 201 A Avenue NW 800-811-8011 632-4880
PO. Box 4920
Harlowton, MT 59036
55. Wibaux 10 West Fallon Ave. 796-2403 778-2815
PO. Box 759 778-7120
Baker, MT 59313
56. Yellowstone 111 North 31st Street 256-6950 256-6996
Billings, MT 59101
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Appendix C: Forms

Medicaid Form Order

Copy and complete this form, and mail to the address below or fax to (406) 442-4402. Please
allow three to four weeksfor delivery. These forms (and others) are also available on the Provider
Information website (see Key Contacts) and in most Medicaid billing manuals for your provider
type. To obtain CMS-1500, UB92, or universal pharmacy claim forms, contact a printing and
publishing company. To obtain ADA dental forms, call (800) 947-4746.

Montana M edicaid
P.O. Box 8000
Helena, MT 59604

_____________________________________

Montana Medicaid Date

MEDICAID FORM ORDER

Form Name Quantity Form Name Quantity
Pharmacy (MA-5) Hysterectomy Form
Nursing Home (MA-3) Sterilization Consent Form
Dental PA. Request (MA-4PA) Eligibility Inquiry Form (SRS-456)
Adjustment Form Abortion Certification (MA-037)
Claim Inquiry Form

Provider Information Return Form To:
Zrovider Number: Montana M edicaid
ame:
Street Address P.O. Box 8000
City: State: Zip: Helena, MT 59604
L
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P O Box 4936

Helena, MT 59604

Telephone: (406) 422-1837 Local and Out-of-State
In-State Toll Free: 1-800-624-3958

Fax: (406) 422-4402

Address Correction Form

Provider Name

Provider Number

Provider Phone Number

Physical Address

Pay to Address

Correspondence Address

Authorized Signature Date
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Sample Presumptive Eligibility Notice of Decision

DPHHS-HCS-428 State of Montana
(Rev. 2/02 Department of Public Health and Human Services
Human and Community Services Division

Presumptive Eligibility Notice of Decision

Jane Doe = Department of Public Health

& 123 A Street o and Human Services
[ Anytown, MT 59999 E
Social Security Number ___555-55-5555 QPEP: Please complete entire form prior to faxing to:
Date of Birth 10-02-82
Estimated Date of Delivery ___05-29-02 444-7358
County of Residence __L ewisand Clark (DPHHS Help Desk)
Your application for Presumptive Eligibility has been:

approved effective 09-03-01 . You are eligible for payment of prenatal care. This does

not include hospitalization or delivery. Take this form with you each time you seek medical care.
Your Presumptive Eligibility continues until whichever happens first:

1. the day a determination of ineligibility is made for Medicaid; or

2. 10-31-01 (last day of month following month of approved effective date.)

Your medical provider will check your eligibility status at the time of your appointment.

D denied because

The application form you submitted will be sent to so it can be
evaluated for Medicaid and other public assistance programs. Please contact that office to ensure all information
necessary to determine your Medicaid eligibility has been provided to them.

Wa/w . Nelson 09-31-01
Signature of Qualified Presumptive Eligibility Provider Date

. : s M _-:-’:5: i T T S i sl
1. You must call 1-800-93C-HILD (1-800-932-4453) to confirm eligibility before providing a service or you
may not get paid.
2. Make a copy of this document for your own records. Please return the original document to the client.
3. Submit all your claims for processing to: ACS
PO Box 8000
Helena, MT 59604

4, If you have questions regarding claims processing, please call: Provider Relations, ACS (406) 442-1837 or
442-1838. Instate Watts 1-800-624-3958. .

DISTRIBUTION:  One Copy - Client  One Copy - OPA  One Copy - QPEP

Appendix C: Forms C.3




Original Page, February 2002

Sample Medicaid Incurment Notice

General Information

SRS-FA-454
(Rev. 12/92)

STATE OF MONTANA
Department of Public Health and Human Services

MEDICAID PROGRAM

Provider Informational Memo

Medicaid Incurment

Prepared by:

Provider: Medical Center
123 Main
Anytown, MT 59999
Provider ID: 1234567
Jane Doe
Recipient:
Birthdate: 10/02/82 ID#: 555-55-5555
Recipient
Responsibility:  The recipient is responsible for § _82.39 of the
charge for the service(s) provided on 03/10/01
The balance of the charge will be paid up to the Medicaid rate.
Eligibility
Period: The recipient will be Medicaid eligible from
03/11/01 . 03/31/01

Mary Johnson pate: __06/05/01

County: Lewis and Clark

Distribution: One copy - Client One copy - Case File

C.4
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Definitions and Acronyms

This section contains definitions, abbreviations, and acronyms used in this manual.

270/271 Transactions
The ASC X12N dligibility inquiry (270) and
response (271) transactions.

276/277 Transactions
The ASC X 12N claim status request (276) and
response (277) transactions.

278 Transactions
The ASC X12N request for services review
and response used for prior authorization.

835 Transactions
The ASC X12N payment and remittance
advice (explanation of benefits) transaction.

837 Transactions

The ASC X12N professional, institutional, and
dental claim transactions (each with its own
separate |mplementation Guide).

Accredited Standards Committee
X12, Insurance Subcommittee (ASC
X12N)

The ANSI-accredited standards development
organization, and one of the six Designated
Standards Maintenance Organizations
(DSMO), that has created and is tasked to
maintain the administrative and financial
transactions standards adopted under HIPAA
for al health plans, clearinghouses, and pro-
viders who use electronic transactions.

Administrative Review

Administrative reviews are the Department’s
effort to resolve a grievance about a Depart-
ment decision in order to avoid ahearing. The
review includes an informal conference with

Definitions and Acronyms

the Department to review facts, legal authority,
and circumstances involved in the adverse
action by the Department.

Administrative Rules of Montana
(ARM)

The rules published by the executive depart-
ments and agencies of the state government.

Ancillary Provider

Any provider that is subordinate to the client’s
primary provider, or providing services in the
facility or institution that has accepted the cli-
ent asaMedicaid client.

Authorization

An official approval for action taken for, or on
behalf of, a Medicaid client. This approval is
only valid if the client is eligible on the date of
service.

Basic Medicaid

Patients with Basic Medicaid have limited
Medicaid services. See Appendix A: Medic-
aid Covered Services.

Cash Option

Cash option allows the client to pay a monthly
premium to Medicaid and have Medicaid cov-
erage for the entire month rather than making
payments to providers.

Centers for Medicare and Medicaid
Services (CMS)

Administers the Medicare program and over-
sees the state Medicaid program. Formerly the
Heath Care Financing Administration
(HCFA).

D.1
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Children’s Health Insurance Plan
(CHIP)

CHIP offers low-cost or free health insurance
for low-income children younger than 19.
Children must be uninsured US citizens or
gualified aliens, Montana residents who are
not eligiblefor Medicaid. DPHHS administers
the program and purchases health insurance
from BlueCross BlueShield (BCBS) of Mon-
tana. Benefits for dental services and eye-
glasses are provided by DPHHS through the
same contractor (ACS) that handles Medicaid
provider relations and claims processing.

Children’s Special Health Services
(CSHS)

CSHS provides assistance for children with
special health care needs. CSHS assists in
paying for medical expenses related to specific
conditions, specialty clinics, and finding
resources. Medicaid €eligible children do not
receive assistance with medical expenses from
CSHS, but speciaty clinics are open to al
children with specia health care needs. CSHS
is funded by Title V, the Maternal and Child
Health Block Grant.

Clean Claim

A claim that can be processed without addi-
tional information or documentation from or
action by the provider of the service.

Client
An individual enrolled in a Department medi-
cal assistance program.

Coinsurance

The client’s financial responsibility for a medi-
cal bill asassigned by Medicare (usually a per-
centage). Medicare coinsurance is usualy
20% of the Medicare allowed amount.

D.2

General Information

Copayment

The client’s financial responsibility for amedi-
cal bill as assigned by Medicaid (usualy aflat
fee).

Cosmetic
Serving to modify or improve the appearance
of aphysical feature, defect, or irregularity.

Cost sharing
The client’s financial responsibility for amedi-
cal bill, usualy in the form of aflat fee.

Crossovers

Claims for clients who have both Medicare
and Medicaid. These clams may come elec-
tronically from Medicare or directly from the
provider.

DPHHS, State Agency

The Montana Department of Public Health and
Human Services (DPHHS or Department) is
the designated State Agency that administers
the Medicad program. The Department's
legal authority iscontained in Title 53, Chapter
6 MCA. At the Federal levd, the legal basis
for the program is contained in Title XIX of
the Social Security Act and Title 42 of the
Code of Federal Regulations (CFR). The pro-
gram is administered in accordance with the
Administrative Rules of Montana (ARM),
Title 37, Chapter 86.

Dual Eligibles

Clients who are covered by Medicare and
Medicaid are often referred to as “dual €ligi-
bles.”

Early and Periodic Screening Diagno-
sis and Treatment (EPSDT)

This program provides Medicaid-covered chil-
dren with comprehensive health screenings,
diagnostic services, and treatment of health
problems.

Definitions and Acronyms
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Emergency Medical Services
Emergency medical services are those services
required to treat and stabilize an emergency
medical condition.

Experimental

A non-covered item or service that researchers
are studying to investigate how it affects
health.

Fair Hearing

Providers may request a fair hearing when the
provider believes the Department’s administra-
tive review determination fails to comply with
applicable laws, regulations, rules or policies.
Fair hearings include a hearings officer, attor-
neys, and witnesses for both parties.

Fiscal Agent

ACS is the fiscal agent for the State of Mon-
tana and processes claims at the Department's
direction and in accordance with ARM 37.86

et seq.

Full Medicaid

Patients with Full Medicaid have a full scope
of Medicaid benefits. See Appendix A: Med-
icaid Covered Services.

Indian Health Services (IHS)
IHS provides federal health services to Ameri-
can Indians and Alaska Natives.

Investigational

A non-covered item or service that researchers
are studying to investigate how it affects
health.

Kiosk

A “room” or area in the Montana Virtual
Human Services Pavilion (VHSP) web site
that contains information on the topic speci-
fied.

Definitions and Acronyms
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Medicaid

A program that provides health care coverage
to specific populations, especially low-income
families with children, pregnant women, dis-
abled people and the elderly. Medicaid is
administered by state governments under
broad federal guidelines.

Medicaid Eligibility and Payment Sys-
tem (MEPS)

A computer system by which providers may
access a client’s digibility, demographic, and
claim status history information via the inter-
net.

Medically Necessary

A term describing a requested service which is
reasonably calculated to prevent, diagnose,
correct, cure, alleviate or prevent worsening of
conditionsin the client. These conditions must
be classified as one of the following: endanger
life, cause suffering or pain, result in an illness
or infirmity, threaten to cause or aggravate a
handicap, or cause physical deformity or mal-
function. There must be no other equaly
effective, more conservative or substantially
less costly course of treatment available or
suitable for the client requesting the service.
For the purpose of this definition, “course of
treatment” may include mere observation or,
when appropriate, no treatment at all.

Medicare
The federal health insurance program for cer-
tain aged or disabled clients.

Mental Health Services Plan (MHSP)
This plan isfor individuals who have a serious
emotional disturbance (SED) or a severe and
disabling mental illness (SDMI), are ineligible
for Medicaid, and have a family income that
does not exceed an amount established by the
Department.
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Montana Breast and Cervical Cancer
Treatment Program

This program provides Basic Medicaid cover-
age for women who have been screened
through the Montana Breast and Cervical
Health Program (MBCHP) and diagnosed with
breast and/or cervical cancer or a pre-cancer-
ous condition.

PASSPORT To Health

A Medicaid managed care program where the
client selects a primary care provider who
manages the client’s health care needs.

Prior Authorization (PA)

The approval process required before certain
services or supplies are paid by Medicaid.
Prior authorization must be obtained before
providing the service or supply.

Private-pay
When a client chooses to pay for medical ser-
vices out of his or her own pocket.

Protocols

Written plans developed by a public health
clinic in collaboration with physician and nurs-
ing staff. Protocols specify nursing procedures
to be followed in giving a specific exam, or
providing care for particular conditions. Pro-
tocols must by updated and approved by aphy-
sician at least annually.

Provider or Provider of Service
An institution, agency, or person:

» Having asigned agreement with the
Department to furnish medical careand
goods and/or servicesto clients; and

» Eligibleto receive payment from the
department.

D.4
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Qualified Medicare Beneficiary
(QMB)

QMB clients are clients for whom Medicaid
pays their Medicare premiums and some or all
of their Medicare coinsurance and deductibles.

Remittance Advice (RA)

The results of processed claims (including
paid, denied, and pending claims) are listed on
the RA.

Retroactive Eligibility
When a client is determined to be eligible for
Medicaid effective prior to the current date.

Routine Podiatric Care

Routine podiatric care includes the cutting or
removing of corns and calluses, the trimming
of nails or the application of skin creams and
other hygiencic, preventive maintenance care
and debridement of nails.

Sanction
The pendty for noncompliance with laws,
rules, and policies regarding Medicaid. A
sanction may include withholding payment
from a provider or terminating Medicad
enrollment.

Specified Low-Income Medicare Ben-
eficiaries (SLMB)

For these clients, Medicaid pays the Medicare
premium only. They are not eligible for other
Medicaid benefits, and must pay their own
Medicare coinsurance and deductibles.

Spending Down

Clients with high medical expenses relative to
their income can become eligible for Medicaid
by “spending down” their income to specified
levels. The client isresponsible to pay for ser-
vices received before eligibility begins, and
Medicaid paysfor remaining covered services.

Definitions and Acronyms
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Team Care

A utilization control program designed to edu-
cate clients on how to effectively use the Med-
icaid system. Team Care clients are managed
by a “team” consisting of a PASSPORT PCP,
one pharmacy, the Nurse First Advice Line,
and Montana Medicaid.

Third Party Liability (TPL)

Any entity that is, or may be, liable to pay all
or part of the medical cost of care for aMedic-
aid, MHSP or CHIP client.

Timely Filing

Providers must submit clean claims (clams
that can be processed without additional infor-
mation or documentation from or action by the
provider) to Medicaid within the latest of

* 12 months from whichever is later:
» the date of service

* the date retroactive eligibility or
disability is determined
e 6 months from the date on the Medi-

care explanation of benefits approving
the service

* 6 months from the date on an adjust-
ment notice from athird party payor
who has previously processed the
claim for the same service, and the
adjustment notice is dated after the
periods described above.

Definitions and Acronyms
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Usual and Customary

The fee that the provider most frequently
charges the general public for a service or
item.

Virtual Human Services Pavilion
(VHSP)

Thisinternet site contains a wealth of informa-
tion about Human Services, Justice, Com-
merce, Labor & Industry, Education, voter
registration, the Governor’s Office, and Mon-
tana. http://vhsp.dphhs.state.mt.us
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Key Contacts

Hours for Key Contacts are 8:00 am. to 5:00 p.m. Monday through Friday (Mountain Time),
unless otherwise stated. The phone numbers designated “In state” will not work outside Montana.

Provider Relations

Contact Provider Relations for questions about
Medicaid, MHSP, and CHIP eyeglass and den-
tal questionsincluding payments, denials, eligi-
bility, general clams questions, and
PASSPORT or Medicaid questions or enroll-
ment:

(800) 624-3958 In state

(406) 442-1837 Out of state and Helena

(406) 442-4402  Fax

Send written inquiries to:
Provider Relations Unit
P.O. Box 4936
Helena, MT 59604

Claims

Send paper claimsto:
Claims Processing Unit
P. O. Box 8000
Helena, MT 59604

Third Party Liability

For questions about private insurance,
Medicare or other third-party liability:

(800) 624-3958 In state

(406) 442-1837 Out of state and Helena

Send written inquiries to:
ACS Third Party Liability Unit
P. O. Box 5838
Helena, MT 59604

Client Eligibility
For client digibility, see the General Informa-

tion For Providers manual, Client Eligibility
and Responsibilities chapter.

Key Contacts

Medicaid Client Help Line

Clients who have general Medicaid questions
or PASSPORT questions may call the Montana
Medicaid Help Line:

(800) 362-8312

Send written inquiries to:
PASSPORT To Health
PO. Box 254
Helena, MT 59624-0254

Provider’s Policy Questions

For policy questions, contact the appropriate
division of the Department of Public Health
and Human Services; see the General Informa-
tion For Providers manual, Introduction.

ACS EDI Gateway

For questions regarding electronic claims sub-
missions:

(800) 987-6719  Phone

(850) 385-1705 Fax

ACS EDI Gateway Services
P.O. Box 4936
Helena, MT 59604

Technical Services Center

Providers who would like to receive their
remittance advices electronically and electronic
funds transfer should call the number below
and ask for the Medicaid Direct Deposit Man-

ager.
(406) 444-9500

1.1



Replacement Page, September 2004

Team Care Program Officer

For questions regarding the Team Care Pro-
gram:

(406) 444-4540 Phone

(406) 444-1861 Fax

Team Care Program Officer
DPHHS

Managed Care Bureau

P.O. Box 202951

Helena, MT 59620-2951

Prior Authorization

The following are some of the Department’s
prior authorization contractors.  Providers
should refer to their specific provider manual
for specific prior authorization instructions.

Surveillance/Utilization Review
For prior authorization for cosmetic services
and Durable Medical Equipment (DME), con-
tact the SURS unit at:

(406) 444-0190 Phone

(406) 444-3993 Phone

(406) 444-0778 Fax

Send written inquiries to:
2401 Colonial Drive
P.O. Box 202953
Helena, MT 59620-2953

First Health
For questions regarding prior authorization
and continued stay review for selected mental
health services.

First Health Services
4300 Cox Road
Glen Allne, VA 23060

(800) 770-3084 Phone
(800) 639-8982 Fax

1.2
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Mountain Pacific Quality Health
Foundation
For questions regarding drug prior authoriza-
tion:

Phone:

(800) 395-7961 In state

(406) 443-6002 Out of state and Helena

Fax:
(800) 294-1350 In state
(406) 443-7014 Out of state and Helena

Send written inquiries to:
Mountain-Pacific Quality
Health Foundation
3404 Cooney Drive
Helena, MT 59602

For questions regarding ambulance and com-
mercial transportation prior authorization:
Phone:
(406) 443-6100 Helena
(800) 292-7114 In and out of state

Fax:
(406) 443-0684 Helena
(800) 291-7791 In and out of state

Send written inquiries to:
MPQHF
Medicaid Transportation Center
P.O. Box 6488
Helena, MT 59604-6488

For questions regarding prior authorization for
out-of-state hospital services, emergency
department reviews, transplant services, and
private duty nursing services, call:

Phone:

(800) 262-1545 X5850 In and out of state
(406) 443-4020 X5850 Helena

Key Contacts
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Fax:
(800) 497-8235 In and out of state
(406) 443-4585 Out of state and Helena

Send written inquiries to:
Mountain-Pacific Quality
Health Foundation
3404 Cooney Drive
Helena, MT 59602

Key Contacts
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Key Web Sites

Web Address

Information Available

Virtual Human Services Pavilion (VHSP)

vhsp.dphhs.mt.gov

Select Human Services for the following information:

Medicaid: Medicaid Eligibility & Payment System (MEPS). Eligibil-
ity and claims history information and alink to the Provider Informa-
tion Website.

Senior and Long Term Care: Provider search, home/housing options,
healthy living, government programs, publications, protective/legal ser-
vices, financia planning.

DPHHS: Latest news and events, DPHHS information, services avail-
able, and legal information.

Provider Information Website
www.mtmedicaid.org

or

www.dphhs.mt.gov/hpsd/medicai d/medicaid2/
index.htm

Medicaid news

Provider manuals

Notices and manual replacement pages
Fee schedules

Remittance advice notices
PASSPORT To Health information
Forms

Provider enrollment

Frequently asked questions (FAQS)
Upcoming events

HIPAA Update

Newsletters

Key contacts

Linksto other websites and more

CHIP Website

www.chip.mt.gov

L]

Information on the Children’s Health Insurance Plan (CHIP)

ACSEDI Gateway
www.acs-gcro.com/Medicaid_Account/Montana/
montana.htm

ACS EDI Gateway is Montana’'s HIPAA clearinghouse. Visit thisweb-
site for more information on:

Provider Services

EDI Support

Enrollment

Manuals

Software

Companion Guides

FAQs

Related Links (seelink to Implementation Guides)

Washington Publishing Company
www.wpc-edi.com

EDI implementation guides
HIPAA implementation guides
EDI education

HIPAA tools

1.4
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Coordination of Benefits

When Clients Have Other Coverage

Medicaid clients often have coverage through Medicare, workers compensation,
employment-based coverage, individually purchased coverage, etc. Coordination
of benefits is the process of determining which source of coverage is the primary
payer in a particular situation. In general, providers should bill other carriers
before billing Medicaid, but there are some exceptions (see Exceptions to Billing
Third Party First in this chapter). Medicare is processed differently than other
sources of coverage.

Identifying Additional Coverage

The client’s Medicaid eligibility verification may identify other payers such as
Medicare or other third party payers (see the General Information For Providers
manual, Client Eligibility and Responsibilities). If a client has Medicare, the
Medicare ID number is provided. If aclient has additional coverage, the carrier is
shown. Some examples of third party payersinclude:

* Private health insurance

* Employment-related health insurance
» Workers Compensation Insurance*

» Health insurance from an absent parent
* Automobile insurance*

e Court judgments and settlements*

* Longterm careinsurance

*These third party payers (and others) may not be listed on the client’s eligibil-
ity verification.

Providers should use the same procedures for locating third party sources for Med-
icaid clients as for their non-Medicaid clients. Providers cannot refuse service
because of athird party payer or potential third party payer.

When a Client Has Medicare

Medicare claims are processed and paid differently than other non-Medicaid
claims. The other sources of coverage are called third party liability or TPL, but
Medicareis not.

Coordination of Benefits 1.1
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To avoid
confusion
and paper-
work, submit
Medicare
Part B cross-
over claims
to Medicaid
only when
necessary.

N

All Part B Cross-U
over claims sub- O
mitted to Medicaid
before Medicare’s
45-day response
time will be returned
to the provider.

1.2

Medlicare Part A claims

To date, arrangements have not been made with Medicare Part A carriers for
electronic exchange of institutional claims covering Part A services. Providers
must submit these claims first to Medicare. After Medicare processes the
claim, an Explanation of Medicare Benefits (EOMB) is sent to the provider.
The provider then reviews the EOMB and submits the claim to Medicaid.

Medlicare Part B crossover claims

The Department has an agreement with the Medicare Part B carriers for Mon-
tana (BlueCross BlueShield of Montana and the Durable Medical Equipment
Regional Carrier [DMERC]) under which the carriers provide the Department
with a magnetic tape of CM S-1500 claims for clients who have both Medicare
and Medicaid coverage. Providers must tell Medicare that they want their
claims sent to Medicaid automatically, and must have their Medicare provider
number on file with Medicaid.

When clients have both Medicare and Medicaid covered claims, and have
made arrangements with both Medicare and Medicaid, Part B services need not
be submitted to Medicaid. When a crossover claim is submitted only to Medi-
care, Medicare will process the claim, submit it to Medicaid, and send the pro-
vider an Explanation of Medicare Benefits (EOMB). Providers must check the
EOMB for the statement indicating that the claim has been referred to Medic-
aid for further processing. It is the provider’s responsibility to follow up on
crossover claims and make sure they are correctly billed to Medicaid within
the timely filing limit (see the Billing Procedures chapter in this manual).

Providers should submit Medicare crossover claimsto Medicaid only when:

* The referral to Medicaid statement is missing. In this case, submit a
claim and a copy of the Medicare EOMB to Medicaid for processing.

» Thereferral to Medicaid statement is present, but you do not hear from
Medicaid within 45 days of receiving the Medicare EOMB. Submit a
claim and a copy of the Medicare EOMB to Medicaid for processing.

* Medicare deniesthe claim, you may submit the claim to Medicaid with
the EOMB and denia explanation (as long as the claim has not auto-
matically crossed over from Medicare).

When submitting electronic claims with paper attachments, see the Billing
Electronically with Paper Attachments section of the Billing Procedures chap-
ter.

When submitting a claim with the Medicare EOMB, use Medicaid billing
instructions and codes. Medicare's instructions, codes, and modifiers may not
be the same as Medicaid’s. The claim must also include the Medicaid provider
number and Medicaid client ID number. It is the provider’s responsibility to
follow-up on crossover claims and make sure they are correctly billed to Med-
icaid within the timely filing limit (see the Billing Procedures chapter in this
manual).

Coordination of Benefits
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When a Client Has TPL (ARM 37.85.407)

When a Medicaid client has additional medical coverage (other than Medicare), it
is often referred to as third party liability or TPL. In most cases, providers must
bill other insurance carriers before billing Medicaid.

Providers are required to notify their clients that any funds the client receives from
third party payers (when the services were billed to Medicaid) must be turned over
to the Department. The following words printed on the client’s statement will ful-
fill this obligation, “When services are covered by Medicaid and another source,
any payment the client receives from the other source must be turned over to Med-
icaid.”

Exceptions to Billing Third Party First
In afew cases, providers may bill Medicaid first:

* When a Medicaid client is also covered by Indian Health Services
(IHS) or Crime Victim’s Compensation, providers must bill Medicaid
first. These are not considered a third party liability.

*  When a client has Medicaid dligibility and MHSP dligibility for the
same month, Medicaid must be billed first.

* Some prenatal and pediatric codes can be billed directly to Medicaid.
In these cases, Medicaid will “pay and chase” or recover payment itself
from the third party payer.

Codes That May be Billed to Medicaid First

ICD-9-CM Prenatal Codes JGPHE-CUI PIREUERG
Pediatric Codes
V22.0 V01.0-Vv01.9
v22.1 V02.0-V02.9
V23.0-V239 V03.0-V06.9
V28.0-V289 V07.0-V07.9
640.0 — 648.9* V20.0-V20.2
651.0 — 658.9* V70.0
671.0-671.9 V720-V723
673.0-673.8 V73.0-V759
675.0-676.9 V77.0-V77.7
V78.1-V783
V79.2-V79.3
V79.8
Vv82.3-V824
* |n these two ranges, the code only qualifies for the exemption if thefifth digitisa 3
(e.g. 648.93).

Coordination of Benefits
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1.4

The following services may also be billed to Medicaid first:
* Nursing facility (as billed on nursing home claims)

e Audiology
* Hearing aids and batteries
* Eyeglasses

* Drugs (ashilled on drug claims)
* Persona assistance
» Transportation (other than ambulance)
e Optometry
* Oxygeninanursing facility
* Denta and denturist (as billed on dental claims)
e Home and Community Based Services (waiver)
If the third party has only potentia liability, such as automobile insur-
ance, the provider may bill Medicaid first. Do not indicate the potential
third party on the claim. Instead, notify the Department of the potential
third party by sending the claim and notification directly to the Depart-
ment Third Party Liability Unit:

Third Party Liability Unit

Department of Public Health & Human Services

P.O. Box 202953
Helena, MT 59620-2953

Requesting an Exemption

Providers may request to bill Medicaid first under certain circumstances. In
each of these cases, the claim and required information should be sent directly
to the ACS Third Party Liability Unit (see Key Contacts).

When a provider is unable to obtain a valid assignment of benefits, the
provider should submit the claim with documentation that the provider
attempted to obtain assignment and certification that the attempt was
unsuccessful.

When the provider has billed the third party insurance and has received
a non-specific denial (e.g., no client name, date of service, amount
billed), submit the claim with a copy of the denial and a letter of expla-
nation.

When the child support enforcement division has required an absent
parent to have insurance on a child, the claim can be submitted to Med-
icaid when the following requirements are met:

* The third party carrier has been billed, and 30 days or more have
passed since the date of service.

* The claim is accompanied by a certification that the clam was
billed to the third party carrier, and payment or denial has not been
received.

Coordination of Benefits
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If another insurance has been billed, and 90 days have passed with no
response, submit the claim with a note explaining that the insurance
company has been billed (or a copy of the letter sent to the insurance
company). Include the date the claim was submitted to the insurance
company and certification that there has been no response.

When the Third Party Pays or Denies a Service
When athird party payer isinvolved (excluding Medicare) and the other payer:

Pays the claim, indicate the amount paid when submitting the claim to
Medicaid for processing.

Allows the claim, and the allowed amount went toward client’s deduct-
ible, include the insurance Explanation of Benefits (EOB) when billing
Medicaid.

Denies the claim, submit the claim and a copy of the denial (including
the reason explanation) to Medicaid.

Denies aline on the claim, bill the denied line on a separate claim and
submit to Medicaid. Include the explanation of benefits (EOB) from
the other payer as well as an explanation of the reason for denia (e.g.,
definition of denial codes).

When the Third Party Does Not Respond
If another insurance has been billed, and 90 days have passed with no
response, bill Medicaid as follows:

Submit the claim and a note explaining that the insurance company has
been billed (or a copy of the letter sent to the insurance company).

Include the date the claim was submitted to the insurance company.

Send this information to the ACS Third Party Liability Unit (see Key
Contacts).

Other Programs

The information covered in this chapter also appliesto clients enrolled in the Men-
tal Health Services Plan (MHSP) and the Children’s Health Insurance Plan (CHIP)
dental services and eyeglasses only.

Coordination of Benefits
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receives a
payment from

a third party
after the Depart-
ment has paid
the provider, the
provider must
return the lower
of the two pay-
ments to the
Department
within 60 days.
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Timely Filing Limits (ARM 37.85.406)

Providers must submit clean claims to Medicaid within the latest of :
e 12 months from whichever is|ater:
* the date of service
* the date retroactive eligibility or disability is determined

* For clamsinvolving Medicare or TPL, if the twelve month time limit has
passed, providers must submit clean claimsto Medicaid within:

* Medicare crossover claims. Six months from the date on the
Medicare explanation of benefits approving the service (if the
Medicare clam was timely filed and the client was €eligible for
Medicare at the time the Medicare claim was filed).

» Claims involving other third party payers (excluding Medicare):
Six months from the date on an adjustment notice from athird party
payer who has previously processed the claim for the same service,
and the adjustment notice is dated after the periods described
above.

Clean claims are claims that can be processed without additional information or
documentation from or action by the provider. The submission date is defined as
the date the claim was received by the Department or the claims processing con-
tractor. All errorsand problemswith claims must be resolved within this 12 month
period.

Tips to Avoid Timely Filing Denials

» Correct and resubmit denied claims promptly (see the Remittance Advices
and Adjustments chapter in this manual).

» |If aclaim submitted to Medicaid does not appear on the remittance advice
within 45 days, contact Provider Relations for claim status (see Key Con-
tacts).

» If another insurer has been billed and 90 days have passed with no
response, you can bill Medicaid (see the Coordination of Benefits chapter
in this manual for more information).

* To meet timely filing requirements for Medicare/Medicaid crossover
claims, see the Coordination of Benefits chapter in this manual.

Billing Procedures
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2.2

Billing for Retroactively Eligible Clients

When a client becomes retroactively eligible for Medicaid, the provider has 12
months from the date retroactive eligibility was determined to bill for those ser-
vices. When submitting claims for retroactively eligible clients, submit a copy of
the HCS-455 (Eligibility determination letter) when the date of service is outside
the 12 month limit.

When a provider chooses to accept the client from the date retroactive eligibility
was effective, and the client has made a full or partial payment for services, the
provider must refund the client’s payment for the service(s) before billing Medic-
aid for the service(s).

When Clients Have Other Insurance

If a Medicaid client is also covered by Medicare, has other insurance, or some
other third party is responsible for the cost of the client’s health care, see Coordi-
nation of Benefits.

Billing for Emergency Services

The Department covers emergency services provided in the emergency depart-
ment. Emergency medical services are those services required to treat and stabi-
lize an emergency medical condition. A serviceisreimbursed as an emergency if
one of the following criteriais met:

» Theserviceishilled with a CPT code of 99284 or 99285

* Theclient hasaqualifying emergency diagnosis code. A list of the Depart-
ment’s pre-approved emergency diagnosis codes is available on the Pro-
vider Information website (see Key Contacts).

* The service did not meet one of the previous two requirements, but the
medical professional rendering the medical screening and evaluation
believes an emergency existed. In this case, the claim and documentation
supporting the emergent nature of the services must be mailed to the emer-
gency department review contractor (see Key Contacts).

If the visit does not meet one of the emergency criteria, then services beyond the
screening and related diagnostic tests are not reimbursed and cost sharing should
be collected. If the visit meets the emergency criteria, cost sharing is not collect-
ible.

If an inpatient hospitalization is recommended as post stabilization treatment, the
hospital must get areferral from the client’'s PASSPORT provider (See the PASS
PORT and Prior Authorization chapter in the General Information For Providers
manual).

Billing Procedures
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When Can | Bill a Medicaid Client Directly? (ARM
37.85.406)

In most circumstances, providers may not bill clients for services covered under
Medicaid. The main exception isthat providers should bill clientsfor cost sharing.

More specifically, providers cannot bill clients directly:

For the difference between charges and the amount Medicaid paid.

For a covered service provided to a Medicaid-enrolled client who was
accepted as amedicaid client, even if the claim was denied.

When athird-party payer does not respond.

When a client fails to arrive for a scheduled appointment without cancel-
ling or rescheduling in advance. Medicaid may not be billed for no-show
appointments either.

When the provider bills Medicaid for a covered service, and Medicaid
denies the claim because of billing errors.

When services are being provided free to the client, such as in a public
health clinic. Medicaid may not be billed for those services either.

Providers may bill Medicaid clients directly under the following circumstances:

For cost sharing. Providers may choose to collect client cost sharing at the
time of service or bill the client later.

For services not covered by Medicaid, as long as the provider and client
have agreed in writing prior to providing services.

* When the provider does not accept the client as a Medicaid client, it
issufficient for the provider to use aroutine agreement to inform the
client that he or sheis not accepted as aMedicaid client, and that the
client agrees to be financially responsible for the services received.

* When the client has been accepted as a Medicaid client, but the ser-
vices are not covered by Medicaid, the services can be billed to the
client only after the provider has informed the client in writing
(before providing the service) that those services are not covered by
Medicaid, and the client has agreed to pay for the specific services
on aprivate-pay basis. In this case, aroutine agreement will not suf-
fice. (ARM 37.85.406) For more information on billing Medicaid
clients, see Billing Procedures in the specific provider manual.

Under certain circumstances, providers may need a signed agreement in order to
bill aMedicaid client (see the following table).

Billing Procedures
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If a provider
bills Medicaid
and the claim
is denied
because the
client is not
eligible, the
provider may
bill the client
directly.
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When to Bill a Medicaid Client (ARM 37.85.406)

. = Client Is
Gl Medicaid
Medicaid .
Enrolled = Client Is Not
Enrolled . .
. = Provider Does Medicaid
< Provider Accepts
. Not Accept Enrolled
Client as a -
Medicaid Client Client as a
Medicaid Client
Service is Provider can bill client | Provider can bill Med- | Provider can bill client
covered by only for cost sharing icaid client if the client
Medicaid has signed aroutine
agreement
Service is not Provider can bill client | Provider can bill Med- | Provider can bill client
covered by only if custom agree- icaid client if the client
Medicaid ment has been made has signed aroutine
between client and pro- | agreement
vider before providing
the service

Routine Agreement: This may be a routine agreement between the provider and
client which states that the client is not accepted as a Medicaid client, and that he
or she must pay for the services received.

Custom Agreement: This agreement lists the service and date the client is receiv-
ing the service and states that the service is not covered by Medicaid and that the
client will pay for it.

Coding

Standard use of medical coding conventions is required when billing Medicaid.
The most current edition of the following manuals should be used:

. ICD-9-CM

- CPT4

« HCPCSLevel Il
- CDT4

e  MontanaUB-92 Reference Manua

Provider Relations or the Department cannot suggest specific codes to be used in

Alwr?y? refer billing for services. The following suggestions may help reduce coding errors:

to't :
desoriptions «  Usecurrent CPT-4, HCPCS Level 11, ICD-9-CM, and CDT-4 coding books,
in coding books. and refer to the long descriptions. Relying on short descriptions can result

in inappropriate billing.

* Usethe current Montana UB-92 Reference manual from the Montana Hos-
pital Association (MHA). It contains current revenue codes.

2.4 Billing Procedures
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» Attend classes on coding offered by certified coding specialists.

» Use specific codes rather than miscellaneous codes. For example, 99213 is
more specific (problem-focused visit) rather than 99499 (unlisted evalua-
tion and management service).

» Bill for the appropriate level of service provided. For example, the CPT-4
coding book contains detailed descriptions and examples of what differen-
tiates alevel 1 office visit (99201) from alevel 5 office visit (99205).

» Services covered within “global periods’ for certain CPT-4 procedures are
not paid separately and should not be billed separately. Most surgical and
obstetric procedures and some medical procedures include routine care
before and after the procedure. Medicaid fee schedules show the global
period for each CPT-4 service.

* Pay close attention to modifiers used with CPT-4 and HCPCS codes on
both CM S-1500 bills and UB-92 hills. Modifiers are becoming more prev-
alent in health care billing, and they often affect payment cal cul ations.

* Use the correct “units’ measurement on CMS-1500 and UB-92 bills. In
general, Medicaid follows the definitions in the CPT-4 and HCPCS billing
manuals. Unless otherwise specified, one unit equals one visit or one pro-
cedure. For specific codes, however, one unit may be 15 minutes, a per-
centage of body surface area, or another quantity. Always check the long
text of the code description.

Billing Procedures 2.5
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Coding Resources

Please note that the Department does not endorse the products of any particular publisher.

Resource Description Contact
ICD-9-CM » |CD-9-CM diagnosisand procedure | Available through various publishers and book-
codes definitions stores
» Updated each October.
CPT-4 » CPT-4 codes and definitions American Medical Association
» Updated each January (800) 621-8335
WWW.amapress.com
or
Medicode (Ingenix)
(800) 765-6588
www.medicode.com or www.ingenixonline.com
HCPCS Level 11 e HCPCS Levd Il codes and defini- Available through various publishers and book-
tions stores or from CMS at
 Updated each January and through- | www.cms.gov
out the year
CPT Assistant A newsletter on CPT-4 coding issues | American Medical Association

(800) 621-8335
WWW.amapress.com

Miscellaneous
resources

Various newsletters and other coding
resources.

Medicode (Ingenix)
(800) 765-6588
www.medicode.com or www.ingenixonline.com

CClI Policy and Edits
Manua

This manual contains Correct Coding
Initiative (CCI) policy and edits,
which are pairs of CPT-4 or HCPCS
Level Il codesthat are not separately
payable except under certain circum-
stances. The edits are applied to ser-
vices hilled by the same provider for
the same client on the same date of
service.

National Technical Information Service
(800) 363-2068

(703) 605-6060
www.ntis.gov/product/correct-coding.htm

UB-92 National
Uniform Billing Data
Element Specifications

Montana UB-92 billing instructions

MHA - An Association of Montana Health Care
Providers (formerly Montana Hospital Assoc.)
Box 5119

Helena, MT 59604

406-442-1911 phone

406-443-3984 fax

CDT-4 Dental Termi-
nology Manual

Dental terminology

American Dental Association

Council on Dental Care Programs

211 East Chicago Avenue

Chicago, IL 60611-2678

800- 947-4746 7:00 a.m. to 5:00 p.m. (Central
time)
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Cost sharing fees are a set dollar amount per visit, and they are based on the aver-
age Medicaid allowed amount for the provider type and rounded to the nearest dol-
lar. There is no cost sharing cap, except for prescription drug services (see
following table). Do not show cost sharing as a credit on the claim; it is automati-

cally deducted and shown on the remittance advice.

A provider cannot deny servicesto a Medicaid client due to the client’sinability to
pay cost sharing at the time services are rendered. However, the client’s inability
to pay cost sharing at the time services are rendered does not lessen the client’s
obligation to pay cost sharing. If a provider has a policy on collecting delinquent
payment from non-Medicaid clients, that same policy may be used for Medicaid

clients whose cost sharing is delinquent.

Cost Sharing

Provider Type Amount
Ambulatory surgical center $5.00 per visit
Audiology $2.00 per visit
Dental $3.00 per visit
Denturist $5.00 per visit
Diaysisclinic (freestanding) $5.00 per visit
Durable medical equipment and medical supplies and prosthetic devices $5.00 per visit
FQHC $5.00 per visit
Hearing aid services $2.00 per visit
Home health (not including durable medical equipment and medical supplies) $3.00 per visit
Home infusion therapy services $5.00 per visit
Hospital (inpatient) $100 per discharge
Hospital (outpatient) $5.00 per visit
Independent diagnostic testing facility services $4.00 per visit
Licensed social worker $3.00 per visit
Licensed professional counselor $3.00 per visit
Licensed psychiatrist $4.00 per visit
Licensed psychologist $3.00 per visit
Mid-level practitioner $4.00 per visit
Occupational therapy $2.00 per visit
Optometric and optician $2.00 per visit
Physical therapy (outpatient) $2.00 per visit
Physician $4.00 per visit
Podiatry $4.00 per visit
Prescription drugs (outpatient) $1.00 minimum $1.00 - $5.00 per script, witha
$25.00 monthly cap

Public health clinic $1.00 per visit
RHC $5.00 per visit
Speech therapy $3.00 per visit
Billing Procedures 2.7
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The following clients are exempt from cost sharing:

* Individuals under 21 years of age

* Pregnant women (until end of postpartum, which begins on the last day of
pregnancy and ends at the end of the month in which 60 days have passed)

* Inpatientsin a hospital, skilled nursing facility, intermediate care facility or
other medical institution if the individual is required to spend all but their
personal needs allowance on the cost of care.

* Medicaid clients who also have Medicare or another insurance are exempt
from cost sharing only when the service is allowed by Medicare or paid by
the other insurance, and Medicaid is the secondary payer.

Cost sharing may not be charged for the following services:

» Emergencies (see Emergency Services earlier in this chapter)
* Family planning

* Hospice

* Independent lab and x-ray services

» Personal assistance services

* Homediaysis attendant services

* Home and community based waiver services

* Non-emergency medical transportation services

» Eyeglasses purchased by the Medicaid program under a volume purchasing
arrangement

e EPSDT services

Submitting a Claim

Paper claims

Unless otherwise stated, all paper claims should be mailed to:
Claims Processing
P.O. Box 8000
Helena, MT 59604

All Medicaid claims must be submitted on Department approved claim forms.
Many Medicaid-related forms are available in the specific provider manuals;
others are available the Provider Information website (see Key Contacts). To
order additional forms, see the Medicaid Form Order sheet in the General
Information For Providers manual, Appendix C: Forms. For instructions on
completing claim forms, refer to your specific provider manual. The following
are approved forms:

* CMS-1500 (formerly HCFA-1500) *

Billing Procedures
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UB-92 *

ADA Dental claim form *
MA-3 Nursing home form
MA-5 Pharmacy claim form

*Medicaid does not provide these forms.

Submitting electronic claims

Professional, ingtitutional, and dental claims submitted electronically are
referred to as ANSI ASC X12N 837 transactions. Providers who submit
claims electronically experience fewer errors and quicker payment. Providers
who are using any of the following electronic claims submission methods,
must enroll with the ACS EDI Gateway clearinghouse (see Key Contacts).
Claims may be submitted electronically by the following methods:

* ACS field software WINASAP 2003. ACS makes available this
free software, which providers can use to create and submit claims
to Montana Medicaid, MHSP, and CHIP (dental and eyeglasses
only). It does not support submissions to Medicare or other payers.
This software creates an X 12N 837 transaction, but does not accept
an X12N 835 (electronic RA) transaction back from the Depart-
ment.

* ACS clearinghouse. Providers can send claims to the ACS clear-
inghouse (ACS EDI Gateway) in X12N 837 format using a dial-up
connection.  Electronic submitters are required to certify their
X12N 837 transactions as HIPAA-compliant before sending their
transactions through the ACS clearinghouse. EDIFECS certifies the
X12N 837 HIPAA transactions at no cost to the provider. EDI-
FECS certification is completed through ACS EDI Gateway.

» Clearinghouse. Providers can contract with a clearinghouse so that
the provider can send the claim to the clearinghouse in whatever
format the clearinghouse accepts. The provider’s clearinghouse
then sends the claim to the ACS clearinghouse in the X12N 837
format. The provider’'s clearinghouse aso needs to have their
X 12N 837 transactions certified through EDIFECS before submit-
ting claims to the ACS clearinghouse. EDIFECS certification is
completed through ACS EDI Gateway

For more information on electronic claims submission, contact Provider Rela
tionsor ACS EDI Gateway. Companion Guides for electronic transactions are
available on the ACS EDI Gateway website. |mplementation Guides are avail-
able from the Washington Publishing website (see Key Contacts).

Billing Procedures 2.9
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The number in
the Attachment
Control Number
field must match
the number on
the cover sheet.

2.10

Billing Electronically with Paper Attachments
When submitting claims that require additional supporting documentation, the
Attachment Control Number field must be populated with an identifier. Identi-
fier formats can be designed by software vendors or clearinghouses, but the
preferred method is the provider’s Medicaid ID number followed by the cli-
ent’s ID number and the date of service, each separated by a dash:

19999999, - 888888888, - 11182003,

Medicaid Client ID Date of
Provider ID Number Service
(mmddyyyy)

The supporting documentation must be submitted with a paperwork attach-
ment cover sheet (located on the Provider Information website and in Appendix
A: Forms). The number in the paper Attachment Control Number field must
match the number on the cover sheet. For more information on attachment
control numbers and submitting electronic claims, see the Companion Guides
located on the ACS EDI website (see Key Contacts).

Claim Inquiries

Claim inquiries can be obtained electronically through ANSI ASC X12N 276/
277 transactions or by contacting Provider Relations. See the Companion
Guides located on the ACS EDI Gateway website for more information on
electronic transactions (see Key Contacts). Providers may contact Provider
Relations for questions regarding payments, denials, and other claim guestions
(see Key Contacts).

If you prefer to communicate with Provider Relations in writing, use the Mon-
tana Medicaid Claim Inquiry form in Appendix A. Complete the top portion of
the form with the provider’s name and address.

Provider Relations will respond to the inquiry within 7 to 10 days. The
response includes the status of the claim: paid (date paid), denied (date
denied), or in process. Denied claims will include an explanation of the denial
and stepsto follow for payment (if the claim is payable).

Billing Procedures
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The Most Common Billing Errors and How to Avoid Them

Paper claims are often returned to the provider before they can be processed, and
many others are denied. To avoid returns and denials, double check each claim
form to confirm the following items are included and accurate.

Common Billing Errors

Reasons for Return

How to Prevent Returned Claims

Medicaid provider number missing or invalid

The provider number isa 7-digit number assigned to the pro-
vider during Medicaid enrollment. Verify the correct M edic-
aid provider number is on the billing form.

Authorized signature missing

Each claim form must have an authorized signature belong-
ing to the provider, billing clerks, or office personnel. The
signature may be typed, stamped, computer generated, or
hand-written.

Signature date missing

Each form must have a signature date.

Incorrect claim form used

The claim form must be the correct form for the provider
type. Refer to the Medicaid billing manual for your provider

type.

Information on claim form not legible

Information on the claim form should be legible. Use dark
ink and center the information in the field — information
should not be obscured by lines.

NABP number missing
(pharmacy claims only)

Pharmacies must use their NABP number for billing Medic-
aid. Verify the correct number isincluded on the form.

Recipient number not on file, or recipient was not eligible
on date of service

Before providing services to the client:

* Verify client eligibility by using one of the methods
described in the General Information For Providers man-
ual, Client Eligibility and Responsibilities chapter.

Duplicate clam

 Please check all remittance advices for previously submit-
ted claims before resubmitting.

* When making changesto previously paid claims, submit an
adjustment form rather than a new claim form (see Remit-
tance Advices and Adjustments).

* Please allow 45 days for the Medicare/Medicaid Part B
crossover claim to appear on the RA before submitting the
claim directly to Medicaid.

Prescription refill too soon
(pharmacy claims only)

Prescription refillswill be denied if refilled too soon. Seethe
Prescription Drug Program manual for instructions on
requesting early refills.

Procedure requires PASSPORT provider approval — No
PASSPORT approva number on claim

A PASSPORT provider approval number must be on the
claim form when such approval isrequired. SeePrior Autho-
rization and PASSPORT.

Dispense as Written (DAW) code missing or invalid
(Pharmacy claims only)

Refer to the Prescription Drug Program manual for instruc-
tions on using DAW codes.

Billing Procedures
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Common Billing Errors (continued)

Reasons for Return

How to Prevent Returned Claims

Prior authorization number is missing

« Prior authorization (PA) isrequired for certain services, and
the PA number must be on the claim form. Refer to your
specific provider manual.

* MHSP claims must be billed and services performed during
the prior authorization span. The claim will be denied if it
is not billed according to the spans on the authorization.
See your specific provider manual.

TPL on file and no credit amount on claim

« |If the client has any other insurance (or Medicare), bill the
other carrier before Medicaid. See Coordination of Bene-
fits.

« |If the client’s TPL coverage has changed, providers must
notify the TPL unit (see Key Contacts) before submitting a
claim.

Drug Utilization Review (DUR) reject error (Pharmacy
claimsonly)

Refer to the Prescription Drug Program manual for informa-
tion.

Claim past 365-day filing limit

» The Claims Processing Unit must receive al clean claims
and adjustments within the timely filing limits described in
the Billing Procedures chapter.

 To ensure timely processing, paper claims and adjustments
should be mailed to Claims Processing at the address
shown in Key Contacts.

Missing Medicare EOMB

All Medicare crossover claims on CMS-1500 forms must
have an EOMB attached.

Invalid type of hill
(UB-92s only)

The bill type should be a 3-digit number, please refer to the
UB-92 billing manual for details.

Provider is not eligible during dates of services, or pro-
vider number terminated

« QOut-of-state providers must update enrollment early to
avoid denials. If enrollment has lapsed, claims submitted
with a date of service after the expiration date will be
denied.

* New providers cannot bill for services provided before
Medicaid enrollment begins.

« If aprovider requests to be terminated from the Medicaid
program, claims submitted with a date of service after the
termination date will be denied.

Type of service/procedure is not allowed for provider type

 Provider is not allowed to perform the service, or type of
serviceisinvalid.

* Verify the procedure code is correct using current HCPCS
and CPT-4 billing manual.

» Check the Medicaid fee schedule to verify the procedure
codeisvalid for your provider type.

Invalid or discontinued NDC code
(pharmacy claims only)

Verify whether the NDC code has been discontinued or
changed (Provider Relations may be able to determine if the
codeisinvalid or discontinued).

2.12
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Other Programs

These billing procedures are the same for Medicaid and the Mental Health Ser-
vices Plan (MHSP). These hilling procedures also apply to Children’s Health
Insurance Plan (CHIP) dental services and eyeglasses only. For CHIP claims and
other information see the General Information For Providers manual, Program
Policy Information.

Billing Procedures 2.13






M@NTANA

Department of Public Health & Human Services

Remittance Advices
and Adjustments

Replacement Page, October 2003

The Remittance Advice

The Remittance Advice (RA) isthe best tool providers have to determine the status
of aclam. RAs accompany payment for services rendered. The RA provides
details of al transactions that have occurred during the previous RA cycle. Pro-
viders may select a one or two week payment cycle (see Payment and the RA in
this chapter). Each line of the RA represents all or part of a claim, and explains
whether the claim or service has been paid, denied, or suspended (also referred to
as pending). If the claim was suspended or denied, the RA aso shows the reason.

Electronic RA

Providers may receive the RA electronically asan ANSI ASC X12N 835 trans-
action, or through the Internet on the Montana Eligibility and Payment System
(MEPS). For moreinformation on X12N 835 transactions, see the Companion
Guides available on the ACS EDI Gateway website and the Implementation
Guides on the Washington Publishing Company website (see Key Contacts).

MEPS is available through the Virtual Human Services Pavilion (see Key Con-
tacts). In order to access MEPS, you must complete an Access Request Form
see Payment and the RA within this chapter). After this form has been pro-
cessed, you will receive a password. Entry into the system requires a valid
provider or group number and password. Each provider or group number
requires a unique password, so providers must complete a separate request
form for each provider or group.

RAs are available from MEPS in PDF and a flat file format. You can read,
print, or download PDF filesusing Adobe Acrobat Reader, which is available
on the “SOR Download” page. Thefilelayout for flat filesis also available on
the SOR download page. Due to space limitations, each RA is only available
for six weeks. For more information on MEPS, see Payment and the RA later
in this chapter.

Paper RA

The paper RA is divided into the following sections: RA notice, paid claims,
denied claims, pending claims, credit balance claims, gross adjustments, and
reason and remark codes and descriptions. See the following sample paper RA
and the Keys to the Paper RA table.

Remittance Advices and Adjustments

Electronic RAs
are available
for only six
weeks on
MEPS.

If a claim was
denied, read
the reason and
remark code
description
before taking
any action on
the claim.

The pending
claims section
of the paper RA
is informational
only. Do not
take any action
on claims
shown here.
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Sections of the Paper RA

Section Description
The RA Noticeison the first page of the remittance advice. This section contains
RA notice important messages about rate changes, revised billing procedures, and many other

items that may affect providers and claims.

Paid claims

This section shows claims paid during the previous cycle. It isthe provider’s responsi-
bility to verify that claims were paid correctly. If Medicaid overpays aclaim and the
problem is not corrected, it may result in an audit and the provider having to return the
overpayment plusinterest. If aclaim was paid at the wrong amount or with incorrect
information, the claim must be adjusted (see Adjustments later in this chapter).

Denied claims

This section shows claims denied during the previous cycle. If aclaim has been
denied, refer to the Reason/Remark column (Field 16). The reason and remark code
description explains why the claim was denied and is|ocated at the end of the RA. See
The Most Common Billing Errors and How to Avoid Them in the Billing Procedures
chapter.

Pending claims

All claims that have not reached final disposition will appear in this area of the paper
RA (pended claims are not available on X12N 835 transactions). The RA uses “ sus-
pended” and “pending” interchangeably. They both mean that the claim has not
reached final disposition. If aclaimis pending, refer to the Reason/Remark Code col-
umn (Field 16). The reason and remark code description located at the end of the RA
will explain why the claim is suspended. Thissectionisinformationa only. Pleasedo
not take any action on claims displayed here. Processing will continue until each claim
ispaid or denied.

Claims shown as pending with reason code 133 require additional review before a deci-
sion to pay or deny ismade. If aclaim is being held while waiting for client eligibility
information, it may be suspended for a maximum of 30 days. If Medicaid receives eli-
gibility information within the 30-day period, the claim will continue processing. If no
eligibility information is received within 30 days, the claim will be denied. When a
claim isdenied for lack of eligibility, the provider should verify that the correct Medic-
aid ID number was billed. If the ID number was incorrect, resubmit the claim with the
correct |D number.

Credit balance
claims

Credit balance claims are shown here until the credit has been satisfied.

Gross Any gross adjustments performed during the previous cycle are shown here.
adjustments

Reason and This section lists the reason and remark codes that appear throughout the RA with a
remark code brief description of each.

description

Remittance Advices and Adjustments
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Sample Paper Remittance Advice

DEPARTMENT OF PUBLIC HEALTH & HUMAN SERVICES
HELENA, MT 59604 @

MEDICAID REMITTANCE ADVICE

JOHN R. SMITH MD
2100 NORTH MAIN STREET

@ @ @ @ WESTERN CITY MT 59988

PROVIDER# 0001234567 REMIT ADVICE #123456 WARRANT # 123456 DATE:04/01/01 PAGE 2 @
UNIT PROCEDURE REASON/
SERVICE DATES TOTAL COo-  REMARK
RECIP ID NAME FROM  TO OF REVENUE CHARGES ALLOWED 58 Copes

svC NDC

@ ® W o @ B ©» Gy

PAID CLAIMS - MISCELLANEOUS CLAIMS

123456789 DOE, JOHN EDWARD 010501 011501 1 99213 35.00 23.39 Y
@ ICN 00200112500000700
* ESS COPAY DEDUCTION**** 1.00 @
e CLAIM TOTAL s memssesss 35.00 22.39

DENIED CLAIMS - MISCELLANEOUS CLAIMS

123456789 DOE, JOHN EDWARD 010501 011501 1 99213 35.00 0.00 N 31MA61
ICN 00200112500000800 ADDITIONAL EOB: 047
010501 011501 2 99214 25.00 12.35 N

PENDING CLAIMS - MISCELLANEOUS CLAIMS

123456789 DOE, JOHN EDWARD 010501 011501 1 99213 35.00 0.00 N 31
31

=z

ICN 00200112500000900 010501 011501 2 99214 25.00 12.35

THE FOLLOWING IS A DESCRIPTION OF THE REASON/REMARK CODES THAT APEAR ABOVE

31 CLAIM DENIED AS PATIENT CANNOT BE IDENTIFIED AS OUR INSURED.

MAG1  DID NOT COMPLETE OR ENTER CORRECTLY THE PATIENT’S SOCIAL SECURITY NUMBER OR HEALTH INSURANCE CLAIM NUMBER.

Remittance Advices and Adjustments 3.3
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Key to the Paper RA

Field

Description

. Provider name and address

Provider’s business name and address as recorded with the Department

. Provider number

The 7-digit number assigned to the provider when applying for Medicaid

. Remittance advice number

The remittance advice number

. Warrant number Not used
The date the RA was issued
. Page Number The page number of the RA

. Recipient ID

The client’s Medicaid ID number

. Name

The client’s name

1
2
3
4
5. Date
6
7
8
9

. Internal control number (ICN)

Each claim is assigned a unique 17-digit number (ICN). Use this number when
you have any questions concerning your claim. The claim number represents the
following information:
0 00111 11 123 000123
A B C D E
A = Claim medium
0 = Paper claim
2 = Electronic clam
3 = Encounter claim
4 = System generated claim (mass adjustment, nursing home turn-around
document, or POS pharmacy claim)
B = Julian date (e.g. April 20, 2000 was the 111th day of 2000)
C = Microfilm number
00 = Electronic claim
11 = Paper claim
D = Batch number
E = Claim number
If the first number is:
0 =Regular claim
1 = Negative side adjustment claim (Medicaid recovers payment)
2 = Positive side adjustment claim (Medicaid reprocesses)

10. Service dates

Date(s) services were provided. If service(s) were performed in asingle day; the
same date will appear in both columns

11. Unit of service

The number of services rendered under this procedure or NDC code.

12. Procedure/revenue/NDC

The procedure, revenue, HCPCS, or NDC billed will appear in this column. If a
modifier was used, it will also appear in this column.

13. Total charges

The amount a provider billed for this service.

14. Allowed

The Medicaid allowed amount.

15. Co-pay

A “Y" indicates cost sharing was deducted, and an “N” indicates cost sharing was
not deducted from the payment.

16. Reason/Remark Code

A code which explains why the specific service was denied or pended. Descrip-
tions of these codes are listed at the end of the RA.

17. Deductions, Billed Amount, and Paid
Amount

Any deductions, such as cost sharing or third party liability are listed first. The
amount the provider billed is next, followed by the amount of Medicaid reimburse-
ment.

3.4
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Credit balance claims

Credit balances occur when claim adjustments reduce original payments caus-
ing the provider to owe money to the Department. These claims are considered
in process and continue to appear on the RA until the credit has been satisfied.

Credit balances can be resolved in two ways:

* By “working off” the credit balance. Remaining credit balances can be
deducted from future claims. These claims will continue to appear on con-
secutive RAs until the credit has been paid.

» By sending a check payable to DPHHS for the amount owed. This method
is required for providers who no longer submit claims to Montana Medic-
aid. Please attach a note stating that the check isto pay off a credit balance
and include your provider number. Send the check to the attention of the
Provider Relations Field Representative at the Provider Relations address
in Key Contacts.

Rebilling and Adjustments

Rebillings and adjustments are important steps in correcting any billing problems
you may experience. Knowing when to use the rebilling process versus the adjust-
ment process is important.

How long do I have to rebill or adjust a claim?

* Providers may resubmit, modify, or adjust any initial clam within the
timely filing limits described in the Billing chapter.

* The time periods do not apply to overpayments that the provider must
refund to the Department. After the 12 month time period, a provider may
not refund overpayments to the Department by completing a claim adjust-
ment. The provider may refund overpayments by issuing a check, or
request Provider Relations to complete a gross adjustment.

Rebilling Medicarid

Rebilling is when a provider submits a claim to Medicaid that was previously
submitted for payment but was either returned or denied. Claims are often
returned to the provider before processing because key information such as
Medicaid provider number or authorized signature and date are missing or
unreadable. For tips on preventing returned or denied claims, see the Billing
Procedures chapter in this manual.

When to rebill Medicaid

* Claim Denied. Providers may rebill Medicaid when a claim is denied.
Check the reason and remark codes, make the appropriate corrections and
resubmit the claim (do not use the adjustment form).

Remittance Advices and Adjustments

The Credit
Balance section
is informational
only. Do not
post from credit
balance state-
ments.

Medicaid does
not accept any
claim for
resubmission,
or adjustment
after 12 months
from the date of
service (see
Timely Filing
Limits in the
Billing
Procedures
chapter.)

Rebill denied
claims only

after appropriate
corrections have
been made.
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e LineDenied. When an individual line is denied on a multiple-line claim,
correct any errors and rebill Medicaid. For CMS-1500 claims, do not use
an adjustment form. In the case of a UB-92, the line should be adjusted
rather than rebilled (see Adjustments).

e Claim Returned. Rebill Medicaid when the claim is returned under sepa-
rate cover. Occasionaly, Medicaid is unable to process the claim and will
return it to the provider with a letter stating that additional information is
needed to processthe claim. Correct the information as directed and resub-
mit the claim.

How to rebill

» Check any reason and remark code listed and make corrections on a copy
of the claim, or produce a new claim with the correct information.

* When making corrections on a copy of the claim, remember to line out or
omit all linesthat have already been paid.

e Submit insurance information with the corrected claim.

Adjustments

If a provider believes that a claim has been paid incorrectly, the provider may
call Provider Relations (see Key Contacts) or submit aclaim inquiry for review
(see Billing Procedures, Claim Inquiry). Once an incorrect payment has been
verified, the provider should submit an Individual Adjustment Request form (in
Appendix A), to Provider Relations. If incorrect payment was the result of an
ACS keying error, contact Provider Relations.

When adjustments are made to previoudy paid claims, the Department recov-
ers the original payment and issues appropriate repayment. The result of the
adjustment appears on the provider’'s RA as two transactions. The origina
payment will appear as a credit transaction. The replacement claim reflecting
the corrections will be listed as a separate transaction and may or may not
appear on the same RA as the credit transaction. The replacement transaction

will have nearly the same ICN number as the credit transaction, except the 12t
digit over will be a 2, indicating an adjustment. See the Key to the Paper RA
earlier in this chapter. Adjustments are processed in the same time frame as
clams.

When to request an adjustment
* Request an adjustment when the claim was overpaid or underpaid.

* Request an adjustment when the claim was paid but the information on the
claim was incorrect (such as client ID, provider number, date of service,
procedure code, diagnoses, units, etc.).

Remittance Advices and Adjustments
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Request an adjustment when an individual line is denied on a multiple-line
UB-92 clam. The denied service must be submitted as an adjustment
rather than arehill.

How to request an adjustment

To request an adjustment, use the Montana Medicaid Individual Adjustment
Reqguest form in Appendix A. The requirements for adjusting aclaim are asfol-
lows:

Adjustments can only be submitted on paid claims; denied claims cannot
be adjusted.

Claims Processing must receive individua claim adjustments within 12
months from the date of service (see Timely Filing in the Billing Proce-
dures chapter of this manual). After this time, gross adjustments are
required (see Definitions).

Use a separate adjustment request form for each ICN.

If you are correcting more than one error per ICN, use only one adjustment
request form, and include each error on the form.

If more than one line of the claim needs to be adjusted, indicate which lines
and items need to be adjusted in the Remarks section.

Completing an Adjustment Request Form

1.

Copy the Montana Medicaid Individual Adjustment Request form from
Appendix A, or download it from the Provider Information website. Com-
plete Section A first with provider and client information and the clam’s
ICN number (see following table).

Complete Section B with information about the claim. Remember to fill in
only the items that need to be corrected (see following table):

» Enter the date of service or the line number in the Date of Service or
Line Number column.

* Enter the information from the claim form that was incorrect in the
I nformation on Satement column.

» Enter the correct information in the column labeled Corrected I nfor -
mation.

Attach copies of the RA and a corrected claim if necessary.

* |f the original claim was billed electronically, a copy of the RA will
suffice.

* |f the RA iselectronic, attach a screen print of the RA.

Verify the adjustment request has been signed and dated.
Send the adjustment request to Claims Processing (see Key Contacts).

Remittance Advices and Adjustments 3.7
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Completing an Individual Adjustment Request Form

Field Description
Section A
1. Provider Name and Provider’s name and address (and mailing address if different).
Address
2. Recipient Name The client’s nameis here.

3.* Internal Control Number

(ICN)

There can be only one ICN per Adjustment Request form. When adjusting a
claim that has been previously adjusted, use the ICN of the most recent claim.

4.* Provider number

The provider’'s Medicaid ID number.

5.* Recipient Medicaid

Client’'s Medicaid ID number.

Number
6. Date of Payment Date claim was paid found on Remittance Advice Field #5 (see the sample RA
earlier in this chapter).
7. Amount of Payment The amount of payment from the Remittance Advice Field #17 (see the sam-

ple RA earlier in this chapter.).

Section B

. Units of Service

If apayment error was caused by an incorrect number of units, complete this
line.

2. Procedure Code/ If the procedure code, NDC, or revenue code are incorrect, complete this line.
N.D.C/
Revenue Code

3. Datesof Service (D.O.9) If the date(s) of service isincorrect, complete thisline.

4. Billed Amount If the billed amount isincorrect, complete this line.

5. Persona Resource If the client’s personal resource amount is incorrect, complete thisline.

(Nursing Home)

. Insurance Credit Amount

If the client’s insurance credit amount is incorrect, complete thisline.

. Net (Billed — TPL or

If the payment error was caused by a missing or incorrect insurance credit,

Medicare Paid) completethisline. Net is billed amount minus the amount TPL or Medicare
paid.
8. Other/Remarks If none of the above items apply, or if you are unsure what caused the payment

error, complete thisline.

* Indicates arequired field

e If an origina payment was an underpayment by Medicaid, the adjustment
will result in the provider recelving the additional payment amount

alowed.

* If an origina payment was an overpayment by Medicaid, the adjustment
will result in recovery of the overpaid amount from the provider. This can
be done in two ways, by the provider issuing a check to the Department, or
by maintaining acredit balance until it has been satisfied with future claims
(see Credit Balance earlier in this chapter).

* Any questions regarding claims or adjustments should be directed to Pro-
vider Relations (see Key Contacts).

Remittance Advices and Adjustments




General Information 11 Replacement Page, October 2003

Mass adjustments
Mass adjustments are done when it is necessary to reprocess multiple claims.
They generally occur when:

» Medicaid has a change of policy or feesthat isretroactive. In this
case federal laws require claims affected by the changes to be mass
adjusted.

» A system error that affected claims processing is identified.

Providers are informed of mass adjustments on the first page of the remittance
advice (RA Notice section), the monthly Claim Jumper, or provider notice.
Mass adjustment claims shown on the RA have an ICN that begins with a“4”
(see Key Fields on the Remittance Advice earlier in this chapter).

Payment and The RA

Providers may receive their Medicaid payment and remittance advice either
weekly or biweekly. Payment can be viacheck or electronic funds transfer (EFT).
Direct deposit is another name for EFT. Providers who wish to receive weekly
payment must request both EFT and electronic RAs and specifically request
weekly payment. For biweekly payment, providers can choose any combination
of paper/electronic payment method and RA.

With EFT, the Department deposits the funds directly to the provider’s bank
account. If the scheduled deposit day is a holiday, funds will be available on the
next business day. This process does not affect the delivery of the remittance
advice that providers currently receive with payments. RAs will continue to be
mailed to providers unless they specifically request an electronic RA.

To participate in EFT, providers must complete a Direct Deposit Sgn-Up Form
(Standard Form 1199A) (see the following table). One form must be completed
for each provider number.

Once electronic transfer testing shows payment to the provider’s account, all Med-
icaid payments will be made through EFT. For questions or changes regarding
EFT, contact the Technical Services Center and ask for the Medicaid Direct
Deposit Manager (see Key Contacts).

Remittance Advices and Adjustments

QL O

Weekly
payments are
available only
to providers
who receive
both EFT and
electronic RAs.
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Required Forms For EFT and/or Electronic RA
All three forms are required for a provider to receive weekly payment

Form Purpose Where to Get tETE
Send
Electronic Remittance | Allows provider to receive electronic  Provider Information | Provider
Advice and Payment remittance advices on MEPS (must also website Relations (see
Cycle Enrollment Form | include MEPS Access Request form) * Provider Relations Key Contacts)
(see Key Contacts)
Direct Deposit Sign-up | Allows the Department to automatically * Provider Information | Provider
Form Standard Form deposit Medicaid payment into provider’s website (see Key Relations (see
1199A bank account Contacts) Key Contacts)
* Provider’s bank
MEPS Access Request | Allows provider to receive apasswordto | ¢ Provider Information | DPHHS
Form access their RA on MEPS website address on the
* Virtual Human Ser- form
vices Pavilion
* Direct Deposit Man-
ager of the DPHHS

Technical Services
Center
(see Key Contacts)

Other Programs

The information in this chapter also applies to the Mental Health Services Plan
(MHSP) and the Children’s Health Insurance Plan (CHIP) dental and eyeglasses

benefits.

Remittance Advices and Adjustments




Appendix A:
Forms

Montana Medicaid Claim
lnquiry Form

Montana Medicaid | ndividual
Adjustment Request Form

Paperwork Attachment Cover Sheet



September 2002

Montana Medicaid Claim Inquiry Form

Provider Name

Contact Person

Address

Date

Phone Number

 \

Fax Number

A C S

For status on a claim, please complete the information on this form and mail to the address below
or fax to the number shown. You may attach a copy of the claim, but it is not required.

Provider number

ACS Response:

Client number

Date of service

Total billed amount

Date submitted for processing

Provider number

ACS Response:

Client number

Date of service

Tota billed amount

Date submitted for processing

Provider number

ACS Response:

Client number

Date of service

Total billed amount

Date submitted for processing

Mail to:

Provider Relations Fax to: (406) 442-4402
PO. Box 8000
Helena, MT 59604



MONTANA MEDICAID/MHSP/CHIP

INDIVIDUAL ADJUSTMENT REQUEST

INSTRUCTIONS:

This form is for providers to correct a claim which has been paid at an incorrect amount or was paid with incorrect information.
Complete all the fields in Section A with information about the paid claim from your statement. Complete ONLY the items in
Section B which represent the incorrect information that needs changing. For help with this form, refer to the Remittance Advices
and Adjustments chapter in your program manual or the General Information For Providers II manual, or call (800) 624-3958
(Montana Providers) or (406) 442-1837 (Helena and out-of-state providers).

A. COMPLETE ALL FIELDS USING THE PAYMENT STATEMENT (R.A.) FOR INFORMATION

1. PROVIDER NAME & ADDRESS

3. INTERNAL CONTROL NUMBER (ICN)

Name

4. PROVIDER NUMBER

Street or P.O. Box

5. CLIENT ID NUMBER

City State

2. CLIENT NAME

Zip

6. DATE OF PAYMENT.

7. AMOUNT OF PAYMENT $

B. COMPLETE ONLY THE ITEM(S) WHICH NEED TO BE CORRECTED

DATE OF SERVICE OR
LINE NUMBER

INFORMATION
STATEMENT

CORRECTED INFORMATION

1. Units of Service

2 Procedure Code/N.D.C./Revenue Code

3. Dates of Service (D.O.S.)

4. Billed Amount

5. Personal Resource (Nursing Home)

6. Insurance Credit Amount

7. Net (Billed - TPL or Medicare Paid)

8. Other/REMARKS (BE SPECIFIC)

SIGNATURE:

DATE:

When the form is complete, attach a copy of the payment statement (RA) and a copy of the corrected claim (unless you bill EMC).

MAIL TO: Provider Relations
ACS
P.O. Box 8000
Helena, MT 59604




M@NTAN A

Department of Public Health & Human Services

Paperwork Attachment Cover Sheet

Paperwork Attachment Control Number:

Date of service:

Medicaid provider number:

Medicaid client ID number:

Type of attachment:

Instructions:

This form is used as a cover sheet for attachments to electronic claims sent to Montana Medicaid. The
Paperwork Attachment Control Number must be the same number as the Attachment Control Number on
the corresponding electronic claim. This number should consist of the provider’s Medicaid ID number,
the client’s Medicaid ID number and the date of service (mmddyyyy), each separated by a dash
(9999999-999999999-99999999).  This form may be copied or downloaded from our website
www.mtmedicaid.org. If you have questions about which paper attachments are necessary for a claim to
process, please call Provider Relations at (406) 442-1837 or (800) 624-3958.

Paperwork Attachment Cover Sheet Updated 09/22/03
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Definitions and Acronyms

This section contains definitions, abbreviations, and acronyms used in this manual.

270/271 Transactions
The ASC X12N dligibility inquiry (270) and
response (271) transactions.

276/277 Transactions
The ASC X 12N claim status request (276) and
response (277) transactions.

278 Transactions
The ASC X12N request for services review
and response used for prior authorization.

835 Transactions
The ASC X12N payment and remittance
advice (explanation of benefits) transaction.

837 Transactions

The ASC X12N professional, institutional, and
dental claim transactions (each with its own
separate |mplementation Guide).

Accredited Standards Committee
X12, Insurance Subcommittee (ASC
X12N)

The ANSI-accredited standards development
organization, and one of the six Designated
Standards Maintenance Organizations
(DSMO), that has created and is tasked to
maintain the administrative and financial
transactions standards adopted under HIPAA
for al health plans, clearinghouses, and pro-
viders who use electronic transactions.

Adjustment

When a claim has been incorrectly paid, the
payment amount can be changed by submitting
an adjustment request.

Definitions and Acronyms

Administrative Review

Administrative reviews are the Department’s
effort to resolve a grievance about a Depart-
ment decision in order to avoid ahearing. The
review includes an informal conference with
the Department to review facts, legal authority,
and circumstances involved in the adverse
action by the Department.

Administrative Rules of Montana
(ARM)

The rules published by the executive depart-
ments and agencies of the state government.

Assignment of Benefits

When a provider accepts the maximum allow-
able charge offered for a given procedure by
the insurance company, it is said that the pro-
vider accepts assignment.

Audit
A formal or periodic verification of accounts.

Authorization

An official approval for action taken for, or on
behalf of, a Medicaid client. This approval is
only valid if the client is eligible on the date of
service.

Basic Medicaid
Clients with Basic Medicaid have limited
Medicaid services. See the General Informa-

tion For Providers manual, Appendix A:
Medicaid Covered Services.
Carrier
A private insurance company.
B.1
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Centers for Medicare and Medicaid
Services (CMS)

Administers the Medicare program and over-
seesthe state Medicaid program. Formerly the
Heath Care Financing Administration
(HCFA).

Children’s Health Insurance Plan
(CHIP)

CHIP offers low-cost or free health insurance
for low-income children younger than 19.
Children must be uninsured US citizens or
qualified aliens, Montana residents who are
not eligible for Medicaid. DPHHS administers
the program and purchases health insurance
from BlueCross BlueShield (BCBS) of Mon-
tana. Benefits for dental services and eye-
glasses are provided by DPHHS through the
same contractor (ACS) that handles Medicaid
provider relations and claims processing.

Children’s Special Health Services
(CSHS)

CSHS provides assistance for children with
special health care needs. CSHS assists in
paying for medical expenses related to specific
conditions, specialty clinics, and finding
resources. Medicaid eligible children do not
receive assistance with medical expenses from
CSHS, but speciaty clinics are open to al
children with specia health care needs. CSHS
is funded by Title V, the Maternal and Child
Health Block Grant.

Claims Attachment

Supplemental information about the services
provided to a client that supports medical or
other evaluation for payment, post-payment
review, or quality control requirements that are
directly related to one or more specific ser-
vices billed on the claim.

Claims Clearinghouse

When a provider contracts with a clearing-
house, the clearinghouse supplies the provider
with software that electronicaly transmits

B.2
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clams to the clearinghouse. The clearing-
house then transmits the claims to the appro-
priate payers.

Clean Claim

A claim that can be processed without addi-
tional information or documentation from or
action by the provider of the service.

Client
An individua enrolled in a Department medi-
cal assistance program.

Coinsurance

The client’s financial responsibility for amedi-
cal bill as assigned by Medicare. Medicare
coinsurance is usualy 20% of the Medicare
allowed amount.

Companion Guide

A document provided by some health plans to
supplement or clarify information about
HIPAA standard transactions (available on the
ACS EDI Gateway website).

Copayment

The client’s financial responsibility for amedi-
cal bill as assigned by Medicaid (usualy aflat
fee).

Cosmetic
Serving to modify or improve the appearance
of aphysical feature, defect, or irregularity.

Cost sharing
The client’s financial responsibility for amedi-
cal bill, usually in the form of aflat fee.

CPT-4

Physicians Current Procedural Terminol-
ogy, Fourth Edition. This book contains pro-
cedure codes which are used by medical
practitioners in billing for services rendered.
The book is published by the American Medi-
cal Association.

Definitions and Acronyms



General Information 11

Credit Balance Claims

Adjusted claims that reduce original payments,
causing the provider to owe money to the
Department. These claims are considered in
process and continue to appear on the remit-
tance advice until the credit has been satisfied.

Crossovers

Claims for clients who have both Medicare
and Medicaid. These claims may come elec-
tronically from Medicare or directly from the
provider.

DPHHS, State Agency

The Montana Department of Public Health and
Human Services (DPHHS or Department) is
the designated State Agency that administers
the Medicad program. The Department's
legal authority iscontained in Title 53, Chapter
6 MCA. At the Federal level, the legal basis
for the program is contained in Title XIX of
the Social Security Act and Title 42 of the
Code of Federal Regulations (CFR). The pro-
gram is administered in accordance with the
Administrative Rules of Montana (ARM),
Title 37, Chapter 86.

Early & Periodic Screening, Diagnosis
& Treatment (EPSDT) Program

This program provides Medicaid-covered chil-
dren with comprehensive health screenings,
diagnostic services, and treatment of health
problems.

Electronic Data Interchange (EDI)
The communication of information in a stream
of data from one party’s computer system to
another party’s computer system.

Electronic Funds Transfer (EFT)
Payment of medical claims that are deposited
directly to the provider’s bank account.

Emergency Services

Those services which are required to evaluate
and stabilize a medical condition manifesting
itself by acute symptoms of sufficient severity

Definitions and Acronyms
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(including pain) such that a prudent layperson,
who possesses an average knowledge of health
and medicine, could reasonably expect the
absence of immediate medical attention to
result in placing the health of the individual (or
unborn child) in serious jeopardy, serious
impairment to bodily function or serious dys-
function of any bodily organ or part.

Explanation of Benefits Codes (EOB)
A three digit code which prints on Medicaid
remittance advice (RA) that explains why a
claim was denied or suspended. The explana-
tion of the EOB codes is found at the end of
the RA.

Explanation of Medicare Benefits
(EOMB)

A notice sent to providers informing them of
the services which have been paid by Medi-
care.

Fair Hearing

Providers may request a fair hearing when the
provider believes the Department’s administra-
tive review determination fails to comply with
applicable laws, regulations, rules or policies.
Fair hearings include a hearings officer, attor-
neys, and witnesses for both parties.

Fiscal Agent

ACS is the fiscal agent for the State of Mon-
tana and processes claims at the Department's
direction and in accordance with ARM 37.85

et seq.

Full Medicaid

Clientswith Full Medicaid have afull scope of
Medicaid benefits. See the General Informa-
tion For Providers manual, Appendix A: Med-
icaid Covered Services.

Gross Adjustment

These adjustments are done in a lump-sum
payment or reduction without regard to indi-
vidual claims.
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HCPCS

Acronym for the Healthcare Common Proce-
dure Coding System, and is pronounced “ hick-
picks” There are three types of HCPCS
codes:

e Levd 1includesthe CPT-4 codes.

* Leve 2 includes the aphanumeric
codes A - V which CMS maintains for
awide range of servicesfrom ambu-
lance trips to hearing aids which are
not addressed by CPT-4 coding.

* Level 3includes the aphanumeric
codes W - Z which are assigned for use
by state agencies (also known as local
codes).

Health Insurance Portability and
Accountability Act (HIPAA)

A federa plan designed to improve efficiency
of the health care system by establishing stan-
dards for transmission, storage, and handling
of data.

ICD-9-CM

The International Classification of Diseases,
9th Revision, Clinical Modification. Thisisa
three volume set of books which contains the
diagnosis codes used in coding claims, as well
as the procedure codes used in hilling for ser-
vices performed in a hospital setting.

Implementation Guide (1G)

The official source of specifications with
respect to how the HIPAA administrative and
financia transactions are to be implemented
(available on the Washington Publishing Com-
pany website).

Indian Health Services (IHS)
IHS provides federal health services to Ameri-
can Indians and Alaska Natives.

Internal Control Number (ICN)

The unique number assigned to each claim
transaction that is used for tracking.

B.4
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Mass Adjustment

Adjustments made to multiple clams at the
same time. They generally occur when the
Department has a change of policy or fees that
is retroactive, or when a system error that
affected claims processing is identified.

Medicaid

A program that provides health care coverage
to specific populations, especially low-income
families with children, pregnant women, dis-
abled people and the elderly. Medicaid is
administered by state governments under
broad federal guidelines.

Medically Necessary

A term describing a requested service which is
reasonably calculated to prevent, diagnose,
correct, cure, alleviate or prevent worsening of
conditionsin the client. These conditions must
be classified as one of the following: endanger
life, cause suffering or pain, result in an illness
or infirmity, threaten to cause or aggravate a
handicap, or cause physical deformity or mal-
function. There must be no other equaly
effective, more conservative or substantially
less costly course of treatment available or
suitable for the client requesting the service.
For the purpose of this definition, “course of
treatment” may include mere observation or,
when appropriate, no treatment at all.

Medicare
The federal health insurance program for cer-
tain aged or disabled clients.

Mental Health Services Plan (MHSP)
This plan isfor individuals who have a serious
emotional disturbance (SED) or a severe and
disabling mental illness (SDMI), are ineligible
for Medicaid, and have a family income that
does not exceed an amount established by the
Department.

Definitions and Acronyms
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Newsletter

An informational letter sent to providers (such
as the Montana Medicaid Claim Jumper or the
PASSPORT to Health Provider Newsdletter).

PASSPORT Authorization Number
This number is either the PASSPORT pro-
vider’'s PASSPORT number or Medicaid pro-
vider ID. When a PASSPORT provider refers
a client to another provider for services, this
number is given to the other provider and is
required when processing the claim.

PASSPORT To Health

A Medicaid managed care program where the
client selects a primary care provider who
manages the client’s health care needs.

Pay and Chase

Medicaid pays a claim and then recovers pay-
ment from the third party carrier that is finan-
cially responsible for al or part of the claim.

Pending Claim

These claims have been entered into the sys-
tem, but have not reached final disposition.
They require either additional review or are
waiting for client eligibility information.

Potential Third Party Liability

Any entity that may be liable to pay all or part
of the medical cost of care for a Medicaid,
MHSP or CHIP client.

Prior Authorization (PA)

The approval process required before certain
services or supplies are paid by Medicaid.
Prior authorization must be obtained before
providing the service or supply.

Provider or Provider of Service
An institution, agency, or person:

* Having asigned agreement with the
Department to furnish medical careand
goods and/or servicesto clients; and

» Eligibleto receive payment from the
Department.

Definitions and Acronyms
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Rebilling

When a provider submits a claim that was pre-
viously submitted for payment but was either
returned or denied.

Referral

When providersrefer clients to other Medicaid
providers for medically necessary services that
they cannot provide.

Remittance Advice (RA)

Provides details of al transactions that have
occurred during the previous two weeks,
includes paid, denied, and pending claims.

Remittance Advice Notice
The first page of the remittance advice that
contains important messages for providers.

Retroactive Eligibility
When aclient is determined to be eligible for
Medicaid effective prior to the current date.

Team Care

A tilization control program designed to edu-
cate clients on how to effectively use the Med-
icaid system. Team Care clients are managed
by a “team” consisting of a PASSPORT PCP,
one pharmacy, the Nurse First Advice Line,
and Montana Medicaid.

Third Party Liability (TPL)

Any entity that isliable to pay all or part of the
medical cost of care for a Medicaid, MHSP or
CHIP client.

Usual and Customary

The fee that the provider most frequently
charges the general public for a service or
item.

Virtual Human Services Pavilion
(VHSP)

Thisinternet site contains a wealth of informa-
tion about Human Services, Justice, Com-
merce, Labor & Industry, Education, voter
registration, the Governor’s Office, and Mon-
tana. http://vhsp.dphhs.state.mt.us
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